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THE INDICATIONS FOR BLADDER DRAINAGE BY THE 
PERINEAL ROUTE.* 


By Oliver C. Smith, M. D., Hartford, Conn. 


When our secretary invited me to present a subject for dis- 
cussion at this meeting, I felt that I could offer nothing new or of 
sufficient interest to warrant me in taking your time. Upon fur- 
ther reflection, however, it occurred to me that in the discussions 
on prostatic surgery to which I have listened, sufficient impor- 
tance has not been given the operation of external urethrotomy 
and drainage of the urinary bladder by the perineal route. I am 
satisfied that the operation is worthy of a wider field than it now 
occupies. 

The operation of external urethrotomy has been performed at 
Hartford for severai years, and is not a novei procedure to any of 
the active surgeons, but during the past five years we have re- 
sorted to it more and more frequently; not only for the cure of 
deep and dense urethral strictures, but for the immediate relief, 
_ in many instances the radical cure of the following condi- 

ons: 


Chronic contraction of the vesical neck. 

Chronic purulent cystitis, not amenable to irrigation thru the 
urethra. 

Dense and impassible strictures located in the region of the 
bulb, especially those due to traumatic origin. 

In cases of ruptured urethra, whether by external violence 
or injury from instrumentation. 

Enlarged prostate, whether due to chronic hypertrophy, ab- 
scess, cancer or acute infection. 


In many of these cases the patients were of advanced age, the | 


urethra had been riddled and punctured in several places, extra- 
vasation of urine had infiltrated the peri-urethral and peri-rectal 
tissues, and in some cases the inguinal canals and the supravesical 
region. This urinary infiltration had gone on in some instances 


to extensive suppuration, burrowing of pus, to sloughing of the d 


perineum and scrotum, and sometimes of one or both testicles. 


It has been a matter of surprise and gratification to us that | 


so many of these cases, decrepit, aged, and sometimes dissipated 
as they were, have rallied and improved after thoro perineal 
drainage of the bladder, and especially is this true in the cases 
of enlarged prostates which have existed for a long time, where 
the bladders have become purulent and have been neglected, 
where there exists general sepsis from the bladder, ureteral and 
renal pelvic suppuration, which come to us for relief. 

It is in this class of cases where sn operation requiring a 
general anesthetic or accompanied by much hemorrhage or shock 
is quite likely to prove immediately fatal, that rapid perineal blad- 
der-drainage under cocaine anesthesia, either by spinal injection 
or by local infiltration, will immediatcly relieve the alarming 
symptoms, will provide as thoro drainage as a complete prosta- 
tectomy, and will tide the patient over the danger-period, and 
at least place him in a condition for a later radical operation, and 
sometimes leave the urethra so thoroly patulous that further 
Operative procedures are uncalled for. 

In this connection, I will refer to two elderly patients suffer- 
ing from complete prostatic obstruction upon whom it was con- 
sidered unsafe to attempt prostatectomy, and whose bladders 
were drained by perineal section. It was found after the removal 
of the drainage tube that a No. 20 American sound, and even a 
soft rubber catheter of similar size could be easily introduced, 
and this satisfactory condition continues to the present time. 
Upon one, the operation was performed a year ago, and upon the 
other, who is the father of a distinguisht member of this society, 
the operation was performed last February. In the meantime, 
both patients have gained flesh and strength, and their bladders 
are entirely amenable to self-catheterization and care. 

I should probably not have had the temerity to present this 
subject to you, but for the reason that in discussing the matter 
With some of the most prominent urologists in this country, 1 
_ 


*Read before the American Urological Society. 


have found that many were not of this opinion, and that some 
form of attack upon the prostate in such a condition was con- 
sidered the proper procedure; many advising the Bottini opera- 
tion, some the modification proposed by Dr. Charles Chetwood of 
New York, others a suprapubic cystotomy with upper drainage, 
and still others a combined suprapubic and perineal incision with 
double drainage. Certainly none of these procedures is so quick, 
so simple, so safe and devoid of shock and hemorrhage as the 
operation which I propose. In upwards of fifty perineal sections 
for bladder-drainage, which my associate, Dr. George N. Bell, 
and I have performed during the past five years, seventeen of 
them have been accompanied by perineal prostatectomy, there 
have been four deaths, and many of thes2 patients were the most 
uninviting that one can imagine for any surgical operation. 

On quite a number of these cases the operation has been per- 
formed without a guide. In these cases we have not resorted 
to Cock’s operation, but have dissected down to the urethra care- 
fully, thru a median perineal incision, and made patient efforts 
to gain entrance to the bladder thru the urethra. In two or three 
instances, we have been obliged to carry the grooved director 
thru the tissues into the bladder with the left index finger in the 
rectum as a guide and protection, without being certain that we 
were following the urethra, (we have never been obliged to resort 
to retrograde catheterization); where this has been done no 
harm has resulted, and we have not found it the extremely dif- 
ficult operation that the text-books would lead one to anticipate. 

When we expect to have difficulty in entering the bladder, 
the patient is kept in the dorsal position, the urethra cocainized, 
and patient efforts are made with filiforms and conical bougies be- 
fore a general anesthetic is given. As this work frequently con- 
sumes more time than the operation proper, it very much reduces 
the length of general anesthesia. 

When we have gained access to the bladder thru the perineal 
route, in addition to the immediate drainage, which is at once 
secured, we can examine the intra-vesical neck and the walls of 
the bladder some distance beyond with the index finger. It also 
gives us an opportunity in the immediate future for the use of the 
cystoscope, which hitherto it may not have been possible to intro- 
uce. 

If the neck or the bladder is found so contracted that the in- 
dex finger cannot enter, dilatation or divulsion must be practist 
instrumentally. The common custom of introducing an ordinary 
two-bladded forcep for the purpose of stretching the neck is rather 
crude. It is better to use a Kollmann’s four-bladded curved deep 
urethral dilator protected by a thin rubber cover. By using this 
instrument the extent of dilatation is indicated at the distal end, 
and the bladder neck is stretcht more evenly and with less dan- 
ger of laceration. — 

Chronic irritation produced by diseased urine, or ulceration 
from other causes; cicatricial contraction, hypertrophy of the 
tissues; any or all of these conditions may give rise to intracta- 
ble symptoms which will remain unrelieved despite any treat- 
ment, until the vesical neck is divulst, and the bladder thoroly 
drained. 

For the past year we have drained these cases with the 
double tube, as suggested by Dr. Young of Baltimore; one large 
and one small tube; the larger having a diameter of one cm., and 
the smaller a soft catheter size fifteen to twenty, French scale. 
These tubes are sewed together at three or four points, and car- 
ried into the bladder, and held by a silk suture passing thru the 
larger tube and tied by a bow-knot into the silk-worm-gut suture 
across the upper angle of the wound. We find this better than 
sewing the tube into the skin or strapping to the thighs. It can- 
not slip in or out, while the knot can be untied and the tube re- 
moved instantly when desired. 

The double tube provides a means of perfect irrigation. If 
there is considerable oozing and clots constantly forming, a con- 
tinuous slow irrigation with saline solution (from 105° to 120° 
F.) for several hours is most desirable. If there is markt puru- 
lent cystitis a continuous irrigation for several hours, with ex- 
tremely weak nitrate of silver solution (1 to 50,000) is advan- 
tageous. 

It is unusual to have any serious complications follow this 
operation. Hemorrhage may occur, but in the series of caset 
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above referred to, the author has had only one pronounced hemor: 
rhage in a well markt case of arteriosclerosis. Infection may 
follow, but the tissues of the perineum afford a vigorous resist- 
ance to its invasion. There has been but one serious infection 
occurring in our cases. Vesical spasm may occur, but with thoro 
stretching of the vesical neck, and the continuous or frequent irri- 
gation, this will be a rare occurrence. It is true that this will at 
times be occasioned by the mere presence of the tube. In such 
instances, the use of opium and belladonna suppositories; the 
replacing of the tube with the single and smaller one, may over- 
come this painful complication. A severe chill followed by high 
temperature rarely ever occurs, and this is a markt advantage 
over any procedure which does not afford immediate drainage, as 
an internal urethrotomy or a Bottini prostatectomy. 

We usually follow an operation by a warm saline rectal ene- 
ma, which is made stimulating if the patient’s condition demands 
it. If there is much vomiting so that water cannot be taken by 
the stomach, saline enemata are continued at intervals of four 
to six hours. 

It is needless to say that water is given freely thruout the 
after-treatment, and that urotropin or some equivalent is given 
during the continuance of the purulent urine. We do not find 
that any ill effects follow its long and moderate use. The con- 


dition of the urine, and the patient’s general condition determines |: 


the time for the removal of the drainage tube. 

In our early work we were inclined to allow the drainage 
tube to remain longer than we do now. With many of these 
feeble, elderly patients, the long-continued recumbent position in- 
vites hypostatic pulmonary congestion, and that is to be avoided. 
It is quite possible, however, to get these patients up, even after 
the removal of the tube, where it is found necessary to keep this 
in longer than the usual time. 

With painstaking, cleanly and aseptic care of these patients, 
with frequent irrigation, daily examination of the urine, and with 
careful attention to their secretions and their diet, we shall be 
rewarded by having them do as well as the majority of younger 
patients with less serious maladies. 

I believe that it is fair to say that no branch of our surgical 
work during the past five years has been more satisfactory and 
more encouraging, and it is certainly a humane and a life-saving 
operation. 


UNDESCENDED TESTICLE COMPLICATING STRANGU- 
LATED HERNIA.* 


By Francis M. Harrington, M. D., Providence, R. I. 


Chief Surgeon Pawtucket General Hospital. Professor of Surgery 
in the College of Physicians and Surgeons of Boston. 

( 

_ This case is reported because it is unusual and also to add 

testimony to what already has been said regarding the impossi- 

bility of ever retaining an undescended testicle in the scrotum. 

The patient was a French-Canadian, age 23, weighed 190 
pounds. While lifting a beer barrel he felt a pain in the right 
inguinal region, which in ten minutes became quite severe and 
was accompanied by vomiting. The patient was taken home and 
a physician sent for who advised his removal to the hospital. 
Examination disclosed a large tumor extending from the external 
abdominal ring to about one inch above McBurney’s point. The 
tumor was hard, tender and flat on percussion; it seemed to be 
continuous with the inguinal canal. It was next noticed that the 
testicle on the right side was missing from the scrotum, that the 
scrotum was small, just large enough to contain the single testi- 
cle, and that on attempting to pass the finger into the inguinal 
canal, an obstruction was found. The patient was told that, as he 
never had but one testicle, a diagnosis of strangulated hernia was 
probable, and with the patient’s consent he was prepared for 
operation. 

Operation.—An incision was made in a line which commenced 
at the external abdominal ring and passt thru McBurney’s point, 
the cut being seven inches long. The tumor welled up thru the 
incision, and was carefully dissected away from the surrounding 
tissues. Its pedicle was found to have come thru the internal 
abdominal ring The anterior floor of the inguinal canal was 
completely torn away and the peritoneum with its contents had 
been pusht up between the superficial fascia and the external 
oblique, towards McBurney’s point. 

No evidence of a testicle could be found. An appendix which 
was continuous with the sac of the hernia could be traced as far 
as Poupart’s ligament, where it terminated in a cul-de-sac at 
about the junction of Gimbernat’s ligament. This appendix was 


no larger ’round than an ordinary spermatic cord, and on palpa- 
tion did not seem to contain anything of importance. It was care. 
fully dissected away from its attachment, and an attempt made 
to find an opening into the scrotum, which was fruitless. 

The sac was opened and discovered to be strangulated gut, 
very black but still good and lying beside it the testicle, which 
was small and soft. The gut was returned to the abdominal 
cavity and an attempt made to draw down the testicle; this we 
were unable to do because the cord was too short and would only 
allow the testicle to descend as far as the external ring. This, 
together with the fact that we were confronted with the problem 
of how to make a scrotum only large enough to hold one testicle 
accommodate two, and the fact that the normal opening into the 
scrotum was obliterated, led us to decide to remove the testicle— 
which we did. 

The three muscles were sutured in layers after fastening up 
the edges, and the external and internal ring together with the 
canal was obliterated. 

The patient made a good recovery. 


SOME OBSERVATIONS ON. THE TREATMENT OF ULCERS 
OF THE LEG. 


By Edward Adams, M. D., New York City. 


Instructor of Surgery at the New York Post-Graduate Hospital 
and Medical Coliege. 


In this article, based on an experience of five years, I shall 
endeavor to outline a few methods of treatment that have been 
found to be effective, and to point out some mistakes to be 
avoided. It will be necessary to mention at times some of the 
etiological factors concerned in the production of these ulcers, 
because the treatment will be found dependent upon the under- 
lying conditions causing the same. 

To begin with, we must first make a correct diagnosis, and 
in order to do so, we usually ask the patient a few questions to 
elicit the fact whether the ulcer is acute or chronic. 


ACUTE ULCERS. 


Acute Ulcers are characterized by a rapid progress and in- 
tense inflammation. They are usually single in number, oval in 
shape, edges thin and undermined, discharge is very profuse, and 
may be either serum or pus; the surrounding skin is inflamed 
and edematous, and there is quite some pain. If the ulcer 
spreads, it becomes sloughing or phagadenic. Constitutionally, 
there is gastro-intestinal derangement with perhaps a very slight 
rise in temperature. 

Treatment.—The first rule to be observed is absolute rest and 
elevation of the lower extremity. It is well to give a dose of 
blue mass or calomel, followed by eight or ten hours by a saline, 
such as Rochelle or Epsom salt or a bottle of citrate ot magnesia. 
Absolutely light diet should be ordered—chiefly liquids. If pain 
is severe, it may be necessary to give morphine hypodermically. 

The sloughs may be removed with a scissors and forceps, the 


ulcer cleaned with a sterilized salt solution, 5 per cent, or, a solu- 


tion of bichloride, 1 to 5,000. If the sloughs cannot be com- 
pletely removed, solution of bichloride, 1 to 3,000, may be used, 
and the dressings covered with rubber tissue and kept moist un- 
til the slough has disappeared. If, however, these sloughs con- 
tinue to form, continuous warm baths must be used during the 
day, salt solution or a saturated solution of boracic acid being 
preferable. At night an idoform dressing is applied. 

If the ulcer is covered with a great mass of plastic lymph, it 
will be best to use a 10 per cent solution of nitrate of silver. 
After the sloughs have disappeared a dry dressing of bismuth 
subnitrate, dermatol, aristol or iodoform powder is to be em- 
= Internally one should give tonics, stimulants and good 

CHRONIC ULCERS. 


Chronic Ulcers may be classified: 1. Perforating. 2. Ep!- 
theliomatous. 3. Tubercular. 4. Syphilitic. 5. Ordinary 
chronic. 6. Varicose. 

1. Perforating Ulcers are found in tabes dorsalis and com- 
monly affect the metatarsophalangel joint or the pulp of the great 
toe about a corn. The parts about the corn inflame and pus 
forms, reaching to the bone. The best treatment is amputation 
of the toe. 

2. Epitheliomatous. These usually first appear as a warty 
protuberance over a considerable area, and soon ulcerate, giving 
off a profuse, foul discharge. The malignant ulcer has a hard, 
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irregular base, with uneven edges, spreads rapidly and causes con- 
siderable pain. The granulations bleed easily, and the lymphatic 
glands are soon enlarged. The constitutional symptoms are a 
loss of weight and the impairment of the general health. The 
only treatment is amputation of the leg. 

3. Tubercular. These are usually superficial, irregular in 
outline, edges are hard, puckered and scar-like, surrounding parts 
of a yellow-red color. There is very little pain, and the discharge 
is thin and of small amount. The constitutional symptoms are 
cough, loss of flesh, slight rise in temperature and general de- 
bility. General constitutional treatment indicated, such as tonics, 
fresh air, plenty of milk and eggs and locally, orthoform or iodo- 
form powder. 

4, Syphilitic. In these we must confine ourselves to late 
ulcerative skin lesions of the lower extremity, and gummata of 
the same, which at first suppurate and then form ulcers. These 
ulcers are deep, circular in outline, with undermined edges, and 
have an uneven floor covered with a thick, white, adherent slough. 
Sometimes there is no slough present, but an extensive infiltrated 
area. These ulcers usually coalesce with one or more adjacent 
ulcers. The discharge is odorless, scanty and tenacious. They 
are slow to heal, form a thin scar, white in the center, but pig- 
mented at the edges, and usually depresst. These ulcers have a 
typical puncht-out appearance, and if a characteristic one is ever 
seen, it is hard to be forgotten. The history of the case is a most 
valuable aid in the diagnosis. These ulcers readily respond to 
the administration of iodide of potassium internally, and to the 
local application of mercurial ointment. One very characteristic 
feature of these ulcers is that once healed, they rarely recur. 

5. Ordinary Chronic Ulcers of the Leg. These ulcers are 
slow of progress, and usually single in number. They are oval 
or circular in shape, edges are thick and somewhat undermined. 
The floor of the ulcer is uneven and covered with granulations, 
which are generally thick and edematous. The surrounding skin 
is congested, discolored and indurated. Treatment consists of 
rest in bed with elevation of extremity, with at least one move- 
ment of the bowels daily; tonics and general constitutional treat- 
ment. If the ulcer is adherent it is well to make incisions like 
either shown in cut, going thru the deep fascia. 


These incisions, besides permitting contraction, allow granu- 
lations to sprout in them, which cause the absorption of the exu- 
date. After incision it is necessary to keep the part elevated and 
dress antiseptically. If granulations are not healthy, one must 
curet and use some stimulating solution. Chronic ulcers must 
be stimulated in order to heal them; in other words, more blood 
must be brought to them, and all necrosed tissue and infective 
agents removed. I have come to the conclusion that for stimu- 
lating these chronic, sluggish ulcers there is nothing better than 
wet dressings. (1) They are aseptic; (2) they permit free drain- 
age; (3) no new granulations are disturbed in changing the 
dressing. Solutions are applied to the ulcers on sterile gauze, 
which is kept moist with (a) solution of bichloride of mercury, 
one part to ten thousand parts of water. (b) A saturated solu- 
tion of boracic water in water; (c) 2 per cent solution carbolic 
acid; (d) 2 per cent solution of creolin; (e) alum acetate, and (f) 
5 to 10 per cent solution of ichythol in water. (a) Bichloride 
of mercury in the strength of 1 to 10,000 is a mild antiseptic, and 
is chiefly used where the parts are edematous and inflamed. (b) 
A saturated solution of boracic acid is a little more stimulating 
than the bichloride. Next in order comes the carbolic and creolin 
Solutions. Alum acetate is used in those cases that have become 
Suddenly inflamed, and ichythol is used for the same class of 
cases. Ointments are to be avoided tor several reasons. (1) 


Most of them are not aseptic; (2) they prevent free drainage, as | 


the majority of ulcers are only indolent wounds; (3) the base of 
ointments, which is usually grease, is not conducive to the for- 
mation of granulation tissue, and in addition their removal de- 
Stroys the new formed tissue. Balsam of Peru gauze has also 


been used by me with good results. Recently I have used boric 
acid dusted on the ulcer, and covered by rubber tissue, and this 
tissue fastened to the leg by adhesive plaster. Over this, a piece 
of sterilized gauze is placed, and then a compression-bandage is 
put on, beginning at the base of the toes, and carried up to the 
knee. This dressing is kept on for a week, and at the end of 
that time removed, and it is surprising to see what good results 
are obtained. I have also obtained some very excellent results 
with the sterilized zinc oxide plaster. The ulcer is first cleansed 
with some peroxide of hydrogen, and then these strips are used in 
the shape of lattice work, about two inches in length and one- 
fourth of an inch in breadth. The plaster seems to cause a mild ir- 
ritation, thereby stimulating the granulations, and the open space 
between the strips is to admit free drainage. These plaster dress- 
ings are changed once or twice a week, and have cured where 
other methods have failed. Where the ulcer is small and the se- 
cretion scanty I have had elegant results with dry dusting pow- 
ders. Among the remedies used were (1) protonucelin, (2) der- 
matol, (3) thioform, (4) bismuth subnitrate, (5) boracic acid, (6) 
orthoform, and (7) iodoform. Where the granulations were pro- 
fuse, nitrate of silver in a 10 per cent solution was used, or caus- 
tic stick was used to remove them. The stick was also used in 
those cases where the ulcers were acting sluggishly, in order to 
stimulate the granulations. If all of the methods heretofore men- 
tioned failed to cure the ulcer, skin-grafting has been resorted to, 
and this was necessary only in two cases. Thiersch’s method was 
used. For a description of the same, I must refer the reader to 
a text-book on surgery. After an ulcer has once healed, some 
constitutional treatment must be followed out. The leg should 
be rubbed with alcohol every night and morning to harden the 
skin. An elastic bandage should be worn indefinitely, but re- 
moved at night. The diet should be nutritious, bowels regulated 
to move at least once daily, and other disorders properly cor- 
rected. Tonics of iron, strychnine, quinine and arsenic are valua- 
ble, as they stimulate the circulation, improve the quality of the 
blood; and the arsenic especially, removes the eczematous ten- 
dency which frequently precedes or accompanies the ulceration. 

6. Varicose Ulcers. About 80 per cent of all ulcers are of this 
variety, and are due to enlarged veins, phlebitis or periphlebitis. 
They are found more frequently on the left lower extremity than 
on the right one, and vary in size from a 5-cent piece to a silver 
dollar or larger. The ulcers appear usually singly, and are found 
near the malleoli and epiphysis. The edges are clean-cut, not 
undermined, granulations slight, and co not bleed easily. The 
dilated veins can be readily seen above the denuded surfaces. 
These ulcers are usually not painful, and the bones and soft parts 
are not involved in the destruction of tissue. The local treatment 
is similar to that described heretofore, and, as soon as the ulcer 
has healed, operative interference is necessary for the permanent 
relief and cure of this condition. The two favorite operations 
are those of Trendelenberg and Schede. I will briefly describe 
the former, as this is the one of choice: 


OPERATIVE TREATMENT. 


After the skin has been prepared in an aseptic manner, the 
long, saphenous vein is the one selected, and at about the lower 
and middle thirds of the thigh, a portion of the vein about two 
inches in length is excised. The aftey-treatment is very impor- 
tant, and I cannot lay too much stress on that point. The patient 
must be on his back for three weeks from the date of operation, 
and a Volkman splint is put on the operated extremity, the ban- 
dage remaining in place for one week, unless symptoms arise 
that necessitate the removal of same. At the end of three weeks, 
the patient is allowed to get up, and in a few days more can leave 
the hospital. After the operation, the patient is advised to wear a 
cotton, muslin or flannel bandage. In cases where the patients 
do not wish to be operated on, an elastic stocking or an ideal 
bandage, and is advised to be worn. In no case can an operation 
be performed until the ulcer is healed. 

Schede’s operation is a circular incision made completely 
around the leg at about the upper and middle thirds of the thigh. 


CONCLUSIONS. 


In conclusion, let us now observe a few maxims in regard to 
treatment of ulcers of the leg: 

1. Insist on the importance of a proper differential diagnosis. 

2. Avoid all ointments, relying upon aseptic or antiseptic 
forms of treatment. 

3. Take into consideration local and general constitutional 
treatment. 

4. Do not be discouraged if an ulcer does not immediately 
respond to treatment, for an ulcer that will not heal is exceed- 
ingly rare. 
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SURGERY OF THE BILE-TRACT.* 


By Maurice H. Richardson, M. D., Boston, Mass. 


Professor of Clinical Surgery in Harvard Medical School. 


Of late years more has been written upon this subject than 
perhaps any other in surgery; yet the more we learn the more 
there seems to learn. In 1892, when several cases of gall-stones 
had presented themselves to me, I thought all questions pertain- 
ing to the subject were few in number and easy of settlement; 
now questions arise every day which cannot be answered by any- 
one, however great his experience. Hence some points of interest 
may be mentioned in this paper—especially those pertaining to 
treatment, upon which there is a difference of opinion, even 
among my colleagues at the Massachusetts General Hospital. 
Some of us hold very radical ideas—I, for example, believing that 
gall-stones should be removed whenever known to be present, 
whether they have given any signs of offending or not. 

One criticism of surgery of this field is based upon the fre- 
quency with which hernia follows operation. Gall-stones often 
occur in very fat patients, and the incisions in many cases are 
necessarily long; hence ventral hernias, sometimes of enormous 
size, develop. How to best prevent this sequel is, of itself, a sub- 
ject worthy of our earnest consideration. 

Another sequel, still more annoying, is biliary fistula. In re- 
viewing my gall-bladder operations, I am impresst especially by 
the brilliant results invariably following operations upon the 
comparatively unchanged gall-badder, which, after the removal 
of gall-stones or otaer infectious products, I have drained until 
the discharge of bile has spontaneously ceast. The unsatisfac- 
tory results—-few tho they have been in proportion to the whole 
series of brilliant successes—are more vividly fixt in my mind. 
They have been in the cases of prolonged and serious pathologic 
changes in gall-bladder, common and hepatic duct—cases in 
which extensive and prolonged operations, in themselves diffi- 
cult, have been made even more difficult by adhesions, contrac- 
tions, ulcerations, and the like. Nothing is more natural than to 
attribute unfavorable results to the operative technic itself, when 
the truth is that the long continued infections and obstructions 
have produced local and general changes in themselves disabling 
and lethal. For this reason it is perhaps unfair for me to com- 
pare the results of my cholecystectomies—which have been per- 
formed only for serious and destructive changes in the gall- 
bladder—with those of others, who have perhaps in most of 
their cases removed only normal (or comparatively normal) 
gall-bladders. My results after operation for serious lesions of 
the gall-bladder, with extirpation, have nevertheless been good; 
but it is in this kind of a case that I expect, more than any other, 
to meet with failure. My results after extirpations of the gall- 
bladder have been in some cases not only very annoying, but 
very distressing. Others, in discussing this subject, have been 
able to report an almost uninterrupted series of brilliant suc- 
cesses after extirpation of the gall-bladder; and a few now 
claim it should always be removed just as we always excise the 
diseased vermiform appendix. Now it is quite possible that some 
have been fortunate enough to have had that uninterrupted series 
of successes which makes men look forward with confidence 
to permanent cure after cholecystectomy; whereas other men, 
treating patients in the same manner, have had the ill-fortune 
to encounter difficult and disappointing cases. When, in the 
treatment of gall-bladder infections, we can look upon a particu- 
lar method with such certainty of unvarying success as we have 
after removal of a chronically inflamed appendix, we can then se- 
lect that method of treatment with confidence; but I maintain 
that that time has not yet come. 


DIFFICULTY IN DIAGNOSIS. 


Mistakes in diagnosis are inevitable: the patient gives an 
imperfect or misleading history or the surgeon an incomplete 
physical examination; therefore in surgery of the bile-tract we 
sometimes get bad results which might have been avoided by 
more careful methods. These mistakes are not altogether on 
the part of the beginner, either; if there is any one thing I 
have learned by hard experience, it is that diagnosis of intra- 
abdominal lesioi\s—and especially lesions of the biliary tract— 
is at times difficult and occasionally impossible. But in most 
instances one should be reasonably sure of the pathological con: 
dition present before opening the abdomen. When, however, the 
diagnosis must depend largely upon the history—upon an accur- 


*Abstract of an address before the St. Louis Medical Society. 


ate weighing of the patient’s own statements; when there are 
no physical signs whatsoever—then the diagnostican is most 
likely to err. The man who can make a correct diagnosis of gall- 
stones at this early stage, must have great powers of intuition, as 
well as the faculty of the proper value of patient’s histories. 
The “gall-stone intuition” requires, more than anything else, a 
very large experience. 


One trouble is that as yet we know but little of the early 
signs of gall-stone formation. Heretofore we have thought that 
an attack of “biliary colic” (violent pain starting in region of 
gall-bladder and spreading in various directions—especially to 
the shoulder-blade—with or without transitory jaundice) meant 
the passage of a gall-stone thru the ducts; but lately we have 
learned that with typical attacks of “gall-stone colic” no stone 
may have escaped into the duodenum or indeed that there may 
be no gall-stone present at all! It is an uncomfortable bit of 
knowledge to acquire—by exploratory operation. From experi- 
ence I have reacht the conclusion that unless a gall-stone be 
found in the feces after such an attack we have no right to infer 
that this history—alone—necessarily means the passage of a gall- 
stone into the duodenum. 


Having upon numerous occasions opened the abdomen ex- 
pecting to find gall-stones and found only a cholecystitis or bile 
perhaps changed from the normal, I am beginning to look with 
strong suspicion upon the “classical symptoms” of gall-stones— 
the diagnosis of gall-stones is now made with great diffidence 
where it used to be with great confidence; indeed I am but 
rarely sure of the existence of gall-stones until they are actually 
felt between the fingers. And yet, in the great majority of cases, 
the diagnosis of gall-stones based chiefly upon repeated attacks 
of pain or distress in the gall-bladder region—even with jaundice, 
fever, or tumor—is correct; it is the exception not to find gall- 
stones when their presence is strongly suspected. The point of 
importance is that no matter how clear the history and how sure 
the diagnosis, the surgeon must not be surprised to find no gall- 
stones whatsoever. On the other hand, post-mortem findings as 
well as the frequent discovery of gall-stones when operation is 
done for some other supposed condition leads to the conviction 
that often gall-stones may exist without giving rise to any of the 


-typical signs of gall-stone irritation; that epigastric symptoms 


co-exist which would never suggest the diagnosis of gall-stones 
or justify search for them; that in some cases, at least, gall- 
stones give rise to symptoms of severity, to account for which 
all past teaching would suggest causes other than the real one. 
I am of the opinion that a careful study of such cases will show 
there are many subjective signs—some perhaps trivial—depen- 
dent upon gall-stones, the presence of which would never, up to 
very recent years, have been suspected from these signs alone. 

In cases presenting pretty clear evidence of gall-stone dis- 
ease, yet in which operation reveals no stones most frequently 
there is cholecystitis—infection in some form. In every such 
case something abnormal has always been found in the biliary 
passages—if not abnormal, something which possesst a certain 
pathological significance. In some of the recent cases, for ex- 
ample, gall-bladders have been found unchanged as to external 
appearances—to the touch, to the sight—but moderately distended 
with thick, dark green, tenacious bile. In many cases the labora- 
tory studies of this bile have shown some form of infection. Al- 
tho it is unusual, in my experience, to find an infected gall-bladder 
without some signs of infection manifest as soon as the gall- 
bladder is seen, yet it is quite possible for the bile to be mildly 
septic without there being any special change in the walls of the 
gall-bladder itself. This is a very interesting consideration; for 
the symptoms in these cases have been quite as disabling as if 
they had been caused by actual gall-stones, and the results of 
drainage have been quite as brilliant. Four weeks’ drainage 
of the biliary passages thru the gall-bladder seems to have 
produced an extraordinary effect in relieving the symptoms upon 
which the diagnosis of gall-stones was based. Further experi- 
ence in this kind of cases will, I am sure, bring out some very 
interesting facts. 

I have upon numerous occasions advocated removal of gall- 
stones whenever known to be present, whether causing any symp- 
toms or not; and a number of prominent surgeons have joined 
me in this position. They may be causing very great disturb- 
ance—falsely ascribed to other causes. 

Of the calamities attending operation, hemorrhage has been 
the most appalling. It has been the result of the jaundice or of 
local conditions not associated with operation, and not of the dis- 
section itself; in four of my five cases the hemorrhage was from 
the gall-bladder itself—two malignant (one primary carcinoma 
of the gall-bladder and one of the pancreas). 
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NECESSITY FOR EARLY OPERATION. 


A peculiar feature, of late strongly impresst upon me, is that 
tho the gall-stones may for years have given no markt sign of 
their presence, the surgeon may at operation be confronted by 
changes in the gall-bladder or contiguous viscera of the most far- 
reaching — even lethal—character. Cancer, especially, seems 
prone to follow the long-continued presence of gall-stones, even 
when apparently causing little or no irritation. I therefore be- 
lieve gall-stones should be lookt upon and treated as foreign 
podies. Some of the most prominent results of their presence 
are: infections of the gall-bladder; contractions, thickenings, 
adhesions to contiguous viscera;  vesico-intestinal fistulae; 
abscesses communicating with the abdominal wall; abscesses of 
the liver; infections of the pancreas, acute and chronic; adhe- 
sions about the pylorus, with obstructive kinks and dilated 
stomach; malignant disease. Subjectively, we may have all sorts 
of discomfort, distress, pain, interferences with digestion, the dis- 
tress of gastric dilatation and atony, the intense suffering of 
gall-bladder infections, the agony of biliary colic, and probably 
many other symptoms which, tho never attributed to gall-stones, 
are, as a matter of fact, often dependent upon them. The fre- 
quent occurrence of pathologic changes, even in the apparently 
mild cases, furnishes strong arguments in favor of early surgical 
treatment. The strongest argument, however, in favor of the re. 
moval of gall-stones at the very earliest possible moment, when 
they lie comparatively innocuous in an unaltered gall-bladder, is 
the great facility and safety of the operation. Whatever a man’s 
views as to the other indications for the removal of gall-stones 
may be, he cannot deny the brilliant success of early operation 
upon patients whose general and local conditions do not forbid 
surgical intervention. In this class of cases there is after opera- 
tion practically no mortality. 

DRAINAGE. 


In the operative treatment of diseases of the biliary passages 
perhaps the most difficult question, and the one on which there 
will be the greatest diversity of opinion, is that of drainage. 
This question brings in that of the comparative merits of chol- 
ecystectomy and cholecystostomy. In cholecystostomy we have 
invariably the most satisfactory form of drainage; in cholecys- 
tectomy we have either no drainage at all, or very unsatisfactory 
drainage. Whatever may be said as to the facility of hepatic 
-drainage, this form of drainage is, in the ordinary case of biliary 
disease, extremely difficult to establish and very unsatisfactory. 
By “the ordinary case of biliary disease’ is meant the case in 
which the gall-stones are confined to the gall-bladder, and in 
which there is no implication of the hepatic or the common duct 
—in other words, these ducts are of normal size. They may be 
found without great difficulty, but they are too small to admit 
any but the smallest drainage tubes. A tube is therefore unsat- 
isfactory, in that its presence in the duct partly obstructs it. The 
flow of bile is no freer, to say the least, and it is probably less 
free than it would be into and thru the common duct to the duo- 
denum. Furthermore, the tubes may cause pressure-changes of 
serious and lasting character, with contractions and obstructions. 
Finally, there is the ever-present fear of pressure-ulceration into 
veins or arteries. Advantageous and feasible as drainage of the 
common and hepatic ducts may be when they have been dilated 
by old gall-stone impactions, this method of drainage, when gall- 
stones are confined in the comparatively normal gall-bladder and 
when the ducts are normal, seems so indefensible that I cannot 
understand why it has ever been advocated. The use of a drain- 
age tube after cholecystectomy is of advantage when the cystic 
duct is dilated; when that duct is normal, drainage is unneces- 
Sary. But as a rule it may be said that methods of treating the 
gall-bladder and biliary passages which do not permit free drain- 
age, are by just that extent unsatisfactory; for drainage surely 
seems the most important thing, next to the removal of the gall- 
stones themselves. It seems, both in theory and in practice, the 
essential post-operative measure. Experience has demonstrated 
that the best drainage in most cases is a very small rubber tube 
surrounded by gauze. 

: The importance of drainage may be lookt upon from two 
Points of view—that of theory and that of practice. In theory, 
biliary diseases are the result of infection, (excepting those forms 
of jaundice caused by mechanical obstruction of the duct, either 
by the growth of a tumor within the duct or by pressure upon 
the duct from without). In the cases of infection, drainage 
cleanses the biliary passages by giving the freest possible exit to 
the infected fluids. Once we have opened the gall-bladder, we 
cannot prevent this form of drainage. It continues until it is 
checkt spontaneously or by surgical art. In other words, drain- 
age here, as elsewhere, theoretically, should cure the infection. 


In practice the splendid results of drainage are everywhere ap- 
parent; in surgery of the gall-tract especially so—there is no more 
successful operation in surgery than the drainage of an acutely 
inflamed gall-bladder. Applying simiiar principles to chronic in- 
fections, both of the gall-bladder and the bile ducts, we find 
equally gratifying results. In cholecystostomy we have a means 
of affording the freest possible exit of bile from the liver and 
from the hepatic duct. We have not only the natural course of 
bile at certain stages of digestion, thru the cystic duct into the 
gall-bladder; but we have also in tube-drainage the weight of a 
column of bile sucking down fluids from the farthest recesses of 
the hepatic radicles. When the common duct is open bile also 
escapes into the duodenum. 


CHOLECYSTECTOMY. 


‘When the gall-bladder is removed and the cystic duct ligated 
the flow of bile is not seriously interfered with; and theoretical- 
ly the patient should get along as happily as after appendectomy. 
But the stump of ligated cystic duct may cause trouble. If there 
be much infection, the patient is no better off than before, 
especially if the freest drainage be not establisht. And drain- 
age of a cystic duct of ordinary size, or of a hepatic duct of ordi- 
nary size, is an operation of a good deal of difficulty and some- 
times of considerable danger. By a good deal of danger, I 
mean the danger of injuring seriously the adjacent structures. 
Not that this danger amounts to much in the hands of skilled 
and experienced dissectors; but it is serious in the hands of 
others, especially if they are led to believe that the operation is 
all plain sailing and that the risks are small. What has already 
been said may, I think, be repeated to the advantage of every- 
body, skiiled and unskilled; that this region is filled with 
structures of the first magnitude, the wounding of which may 
make the operation a failure or even a*tragedy; that if there is 
no difficulty and no danger in isolation of the hepatic duct and 
in the insertion in it of a drainage tube, then there is no difficulty 
in any operation in all surgery. There may be neither danger 
nor difficulty for him who has been taught by the deaths and 
disaster of years of experience; but there is grave danger for 
the beginner, and especially for the beginner who is over-con- 
fident in his powers and heedless of the warnings of the older 
and more experienced. What the dangers and disasters are— 
or rather have been—in the surgery of the biliary passages, does 
not always appear in the medical literature of the day. How 
many victims of unwarrantable procedures, of misplaced zeal, 
of clumsy dissecting, there may have been, must be left to con- 
jecture! I am convinced, however, in reviewing my own mis- 
takes in this field, that the number is a large one. 

Secondary cholecystectomy especially is fraught with diffi- 
culty and danger—sometimes indeed so great as to necessitate 
abandonment of the attempt. The matter of drainage is one 
of particular difficulty. Cancer is sometimes found. 

Removal of part of the gall-bladder is occasionally advisable. 
But upon the whole I cannot but look upon removal of the gall- 
bladder as an unjustifiable menace to the future welfare of the 
patient. I am convinced, from my own experience, that the gall- 
bladder, when in reasonably normal condition, should be retained, 
not only on account of its uses as a reservoir—for which Nature 
evidently intended it—but because it is the easiest and most 
effectual channel for drainage of the biliary tract. Unfortunate- 
ly, the cases in which drainage is most essential are those in 
which the gall-bladder ought to be removed. 


Indications for Removal of the Gall-Bladder.—The conditions 


of the gall-bladder which, in my judgment, demand extirpation 


of that organ are: (1) Total necrosis. (2) Partial necrosis. 
(3) Rupture. (4) Chronic infection with contractions and 
thickenings. (5) Serious pathologic changes in the cystic duct. 
(6) Stone so impacted in the cystic duct as not to be easily 
dislodged. (7) Conditions of the cystic duct requiring incision 
into that duct. 


In many of these conditions, drainage is unimportant, for 
when the gall-bladder has been removed, the nidus of infection 
has also been removed; in all cholecystectomies, however, tem- 
porary wick-drainage is essential, for in not a few cases bile be- 
gins to flow a few days after apparently secure ligation of the 
cystic duct—a fact which was observed in some of my earliest 
gall-bladder extirpations. 

Tho necrotic gall-bladders ought, as a rule, to be removed, 
yet in many cases the patient is in such grave immediate danger 
that cholecystectomy is impossible. The patient will, it is evi- 
dent, survive only the briefest manipulations. It is surprising 
to note the large number of permanent recoveries after simple 
drainage of gall-bladders which seemed hopelessly necrotic. 
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SECONDARY SYMPTOMS. 


The occasional occurrence of symptoms soon after operation 
for the removal of gall-stones is not remarkable. They may be 
attributed to various causes—the passage of a small stone that 
had been overlookt, the passage of small fragments of stones 
accidentally crusht during the manipulations of the operation 
and overlookt, temporary obstruction owing to changes in the 
ducts themselves, or in the tissues about them. Kinking of the 
duct is not of infrequent occurrence. 

These symptoms usually disappear speedily and recovery be- 
comes permanent. 

If secondary abdominal section be made in such cases, it will 
be attended by the gravest difficulties, especially because the 
entire field will be obscured by the dense adhesions present. 
Separation and identification of the structures will often be abso- 
lutely impossible. And hemorrhage may be so great as to posi- 
tively prevent completion of operation. These dangers and diffi- 
culties are much greater if the gall-bladder has been removed 
at the primary operation. However, it must be said that opera- 
tion for closure of permanent biliary fistula may be very easy. 


BILIARY FISTULA. 


A most unfortunate and not infrequent sequel of operation 
on the gall-bladder is the formation of a biliary fistula. As a 
rule of convalescence it may be said that the more bile escaping 
thru the external wound, at first, the better the immediate 
chances of recovery of the patient; but when after removal of 
the tube much bile comes thru the wound and little thru the 
duodenum, the outlook is not so encouraging—fistula may follow. 
Fistula is the result of one thing only: an obstruction in the 
common or cystic duct. If the discharge is bile mixt with 
mucus, the trouble is in the common duct; if of clear mucus, it 
is an obstruction of the cystic duct. There may be other causes, 
but the chances are strongly in favor of an overlookt stone. If, 
after draining the gall-bladder or tubes the escape of bile thru 
the tube in the wound is unimpeded, the surgeon is satisfied 
with the progress of his case; but if after removal of the tube, 
the escape of bile thru the wound is not diminisht by free escape 
of bile into the duodenum, as shown by the color of the feces, 
then the suggestion that an overlookt stone obstructing the com- 
mon duct becomes a strong probability. Even if there has been 
no jaundice and if at operation no stones have been found except 
in the gall-bladder, there nevertheless may have been a stone 
detacht from the gall-bladder or cystic duct and impacted in the 
common duct. It is easy to start a stone from the gall-bladder 
into the cystic duct during gentle manual exploration of the gall- 
bladder filled with stones. Nothing is easier or more likely 
therefore, during the operation of cholecystostomy and removal 
of stones from the gall-bladder, than the detachment of a stone 
and lodgment in the cystic or common duct. 


OVERLOOKT STONES. 


When patients have been jaundiced, the probability of an 
overlookt stone, impacted in the common duct, is a strong one. 
The hepatic duct, dilated above the impacted stone removed at 
the first operation, affords temporary shelter and concealment for 
this stone. During the operation for detaching and removing 
the original stone, a second stone, smaller perhaps, retreats into 
the hepatic duct beyond reach. This must be the explanation of 
an overlookt stone, for a stone large enough to obstruct perma- 
nently the common duct can hardly be overlookt during an opera- 
tion. There may be a second stone, or a third stone, or a great 
many, which have ih this manner retreated into the hepatic duct 
or its radicles, dilated by the impaction of the one stone felt and 
removed. 

A stone forced by the manipulations of the operation thru 
the cystic duct almost into the common, or a stone that has re- 
treated temporarily into the hepatic, is soon washt by the biliary 
stream into the common duct, where it lies more or less perma- 
nently impacted. 

On the chances, then, biliary fistula—after any operation 
for gall-stone, no matter how experienced the operator—means 
that a stone has been overlookt. This statement may be re- 
garded, I think, as an almost invariable rule. There are cases, 
however, which are an exception to this rule, and in which the 
presence of a gall-stone seems impossible. (1) After the re- 
moval of a g:ll-bladder with ligation of the cystic duct, there 
may be repeated collections of bile that from time to time break 
thru the wound and make a temporary fistula. (2) There may 
be a biliary fistula with also free escape of bile into the duo- 
denum. (3) There may be a new growth in the pancreas, at 
the duodenal papilla, or some where in close proximity to the 


common duct resulting from the contraction of ulcerations, or 
other gall-stone injuries to the mucous membrane of the com- 
mon duct. 

POST-OPERATIVE HERNIA. 

The frequent occurrence of hernia after operations upon the 
gall-bladder is a source of great annoyance to the patient and of 
disappointment to the surgeon. 

In most cases post-operative hernia is unavoidable, even 
when the incision is small and very securely sutured. It is sel- 
dom, however, that operations upon the biliary tract can be per- 
formed thru short incisions. This is partly because the abdom- 
inal wall in those who are subject to gall-stones is generally thick, 
and partly because the depth to which the dissection must at 
times be carried makes a long incision indispensible. 

The chief factor in the production of hernia, however, is the 
necessity for drainage. Drainage is the most important, if not 
the essential feature in the treatment of biliary diseases. Three- 
fourths of the wound may be securely sutured, but the remain- 
ing fourth—usually the upper end—must be left open for the 
tube and wicking. It is at this point that hernia usually de- 
velops. Considering that even median cuts in large and fat ab- 
dominal walls are liable to stretch, in spite of the most secure 
suturing, it is not surprising that lateral incisions, especially 
those which divide muscular fibres, altho tightly closed, should 
be the seat of hernia. Experience in draining the wounds of 
acute appendicitis has shown how difficult is the prevention of 
ventral hernia in the right lower quadrant. In the right upper 
quadrant hernia would seem to be much less likely to develop 
in large abdomens, because the weight of the viscera would be 
sagging away from the weak places rather than bulging directly 
against it. Experience has, however, forced me to the conclu- 
sion that the gall-bladder incision is quite as likely to be the 
seat of hernia as the appendix incision, and fully as much care 
is necessary to prevent this complication. Given a long incision 
in a thick wall, in a stout patient past middle life—a wound 
very difficult to suture securely, and one kept open four weeks 
or more for drainage—and we have the conditions which make 
a non-bulging scar almost impossible. 

The difficulty of preventing hernias in the’ right upper quad- 
rant is well illustrated by the fact that radical operations upon 
them are so often failures. “Once a hernia after a gall-bladder 
operation, always a hernia,” I was almost going to say. It is not 
quite so bad as that; but no operation is more discouraging than 
the radical cure of hernia after operations upon the biliary tract. 

The only change in the method of operating that. I have made 
recently has been in the manner of making the incision. I find 
that in most cases the muscle-splitting method, by which no 
muscular fibres are cut, is possible. Moreover, the terminal 
branches of the intercostal nerves are preserved. We have, 
therefore, a wound which the unimpaired contractions of the 
muscles tend to keep closed. In all the cases in which I have 
used this incision, there has been ample room to work, not only 
upon the gall-bladder and cystic duct, but in the depths of the 
abdomen upon the hepatic fissure, the common duct, and the 
pancreas. In almost every case this incision will prove satisfac- 
tory. In certain instances, however, it will be necessary to cut 
across the muscular fibres of the internal oblique and transver- 
salis. The suturing of the wound should begin at the lower angle 
and proceed upward until the tube and wicking—about which 
the margin of the incision must not be too tightly drawn—is 
reacht. In suturing the wound, I use a combination of thru-and- 
thru sutures with buried sutures, by which the advantages of both 
methods are secured. 

The prevention of hernia cannot, I think, be influenced in 
the least by the after-treatment of the cases, except that it is 
more likely to occur if the wound becomes septic than if it heals 
primarily everywhere except where the drain emerges. 


OPEN OPERATION FOR CORRECTION OF DEFORMITY AND 
RESTORATION OF FUNCTION IN ANCIENT 
COLLE’S FRACTURE.* 


By James A. Bodine, M. D., New York City. 
Professor of Surgery in the New York Polyclinic and Hospital. 
Case |. The patient, the subject of these remarks, is a boy 


nine years of age, upon whom I recently operated for Colle’s frac- 
ture of two months’ standing. Before the operation the patient 


common duct. This exception need not, however, be considered 
in fistula of long standing. (4) There may be a stricture of the 


*Abstract of report to Clinical Society of the New York 
Polyclinic, October 3, 1904. 
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had no abduction, no adduction, hyperextension, flexion, prona- 
tion nor supination at the wrist. There was a typical “silver- 
fork” deformity of an unreduced Colle’s fracture. Operation was 
advised and performed. 

I must make acknowledgment to Prof. Dawbarn for inspira- 
tion in this operation. It differed, however, from the operation 
devised by him in that the site of the incision was placed upon 
the dorsum of the wrist instead of the radial side. The reason 
for this deviation from the original technic recommended by Dr. 
Dawbarn lies in the uncertainty of the position of the radial nerve, 
which turns from the front of the arm to the dorsum “somewhere 
along the lower third”; now this is just as definitely as it can be 
placed, so in my opinion there is less danger of wounding it if the 
course of the nerve is paralleled by the incision on the dorsum 
than in crossing the course of the nerve on the radial side of 
the bone. 

After driving a chisel into the site of the fracture and re- 
fracturing the bone, it is treated as a recent Colle’s fracture. 

This case, which was operated on five weeks ago, has every 
single wrist motion, the deformity being almost entirely gone. 

I have now done nine operations by this method, with uni- 
versally satisfactory results. 

Case II. The second case I now exhibit is a man thirty years 
of age, with a typical Colle’s fracture, as shown by the cast taken 
of the arm previous to the operation. The man had limitation 
of motion in all directions at the wrist joint. As in the preceding 
case, the unreduced fragment was chiseled free, and upon placing 
the hand in a straight line, so as to do away with its radial fixa- 
tion, it was found that the gap was too wide, so the plan recom- 
mended by Dr. Dawbarn was followed, and half an inch was cut 
from the ulna midway between the wrist and elbow, thereby set- 
ting the whole hand back that distance. The wound was closed 
and after the usual treatment the patient recovered with -perfect 
restoration of function and reduction of deformity. 

As to the after-treatment, the pistol-shaped splint devised by 
Volkman, to be applied to the posterior surface of the arm, was 
logical and to be recommended, but this splint is not always on 
hand when the surgeon is called to treat the lesion. A much 
simpler and more effective method was devised by the late Pro- 
fessor Van Arsdale, consisting of a straight piece of splinting ma- 
terial applied to the posterior aspect of the arm, a circular baa- 
dage starting from the thumb side and passing over the back of 
the arm, is carried down to the thenar eminence. It then passes 
between the front aspect of the projecting splint and the dorsum 
of the hand. This turn pulls the hand into a position of extreme 
abduction. In addition to this a piece of cotton is placed between 
the dorsum of the hand and the splint, forcing it into a position of 
flexion which does away almost entirely with pain. At the end 
of a week this splint is removed and replaced by a plaster-of-paris 
splint moulded upon the posterior aspect of the arm, and held 
in place by a roller bandage. 

Daily massage and motion of fingers and wrist is given, and 
with this treatment we have succeeded in getting universally good 
results in Colle’s fractures. 

The common method of treating this lesion between two 
straight splints, one upon the front, and the other upon the pos- 
terior aspect of the forearm is illogical because a straight splint 
on the front of the arm cannot be made to make even a smooth 
pressure; again, a rigid splint upon the front of the arm causes 
edema of the hand. If one will think of his anatomy, there is not 
a vein in the forearm sufficiently large to be dignified in anatomies 
by a name, which does not lie just under the skin. Rigid pres- 
sure by a splint closes these veins, causing all the blood in the 
forearm to be returned thru the deep vena comites, causing 
passive edema and effusion in the wrist and hand. 

As an absolutely inflexible rule, complete surgical anesthesia 
— be insisted upon to accomplish the reduction of the frac- 

ure, 


DISCUSSION BY DR. DAWBARN. 


It is a pleasure to have been the originator of the operation 
advocated by Dr. Bodine for ancient Colle’s fracture, and I be- 
lieve it has a great futyre. In my first case I was much disap- 
pointed with the result, as the gap produced by the chisel at the 
point of fracture in the radius would not remain, and little by 
little the deformity was reproduced. In my second case I decided 
to divide the ulna at quite a high point—the higher the better as 
to appearance. In doing this we used a Gigli wire saw, and took 
a thin wedge out of the ulna and at once put it in the chiseled 
gap in the radius to overcome the tendency to the lateral flexion 
or radial abduction of the wrist and hand, so characteristic of the 
badly set fracture—more strikingly characteristic than is the 
silver-fork deformity. The result was ideal, as the bone was 


rather cancellous and imbibed by capillarity enough nourishment 
to live well. The second case thus treated was a failure, as the 
bone transplanted died. In all subsequent cases we chiseled the 
piece taken from the ulna into small fragments—a dozen or less 
—and put them side by side in the radial gap; and there has 
been healing under Schede’s moist blood-clot method—the vital- 
ized plasma nourishing the bone chips. Sir William McEwen first 
demonstrated, many years ago, that bone can survive without 
periosteum. In trephining, for example, following his early sug- 
gestion, the disc, in cases proper for its replacement, was put back 
upon the dura mater and in a little over 50 per cent of the cases 
it lives. The less compact it is—the more cancellous its diploe— 
the better are the chances that it will live; and lately, by chisel- 
ling the disc into small fragments, so that the capillarity will 
not have so far to travel, the percentage of success is perhaps as 
high as 90. Now, in regard to handling fresh cases, the incision 
on the radius, as referred to by Dr Bodine, should be directed 
transversely against the point of old fracture; and the skin in- 
cision corresponds, but is made in the long axis, and when low 
down on the forearm, the latter does not threaten the radial nerve 
as much as when made higher, as by Dr. Bodine. I have never cut 
it, altho always on the qui vive as to an abnormality as to its 
course. It should be a hard and fast rule never to attempt to 
reduce a Colle’s fracture except under general anesthesia, as no 
matter how brave a patient may be, he will involuntarily stiffen 
his muscles and make difficult a reduction that would otherwise 
be very easy. Because of the rigidity of the dorsal tendons cross- 
ing the break, there will be tearing of their sheaths against the 
sharp, bony edges of the lower fragment; and hence a bad de- 
gree of tenosynovitis with stiff fingers, which condition might 
have been prevented by anesthesia. This, too, renders easy the 
rocking of the fragments, loosening and overcoming the impaction 
upon which the deformity depends. After the splint has been ap- 
plied, one should make it a rule never to allow an hour to pass 
without having the fingers in motion. As to the splint, I simply 
advocate plaster-of-paris because it is most comforable of all, but 
agree with Dr. Bodine as to the position of the hand and wrist. 
Of course a Bavarian splint opening at one side is wisest, be- 
cause of the early swelling. During massage, great care should 
be exercised not to move the fragments. 


SOME CLINICAL OBSERVATIONS ON OBSTRUCTION OF 
THE BOWELS—PARTIAL AND COMPLETE. 


By Walter B. Chase, M. D., Brooklyn, N. Y. 


Surgeon to Bethany Deaconesses’ Home and Hospital; Consulting 
Gynecologist, Long Island College Hospital and Nassau 
Hospital; Consulting Surgeon to Jamaica Hospital. 


Partial obstruction of the bowels demands, with common 
frequency, not alone the care of the physician, but often the care 
and management of a surgeon. The more frequent causes of 
partial obstruction are constipation with fecal impaction and per- 
haps sacculation, intestinal growth within the lumen or the walls 
of the gut and partial closure by adhesions. These adhesions 
may have resulted from plastic peritonitis or localized ulceration 
within or without the intestinal tract. To this should be added 
localized pressure from neoplasms and unreduced hernias. 

The primary symptoms are partial obstruction, pain, colic, 
reverst peristalsis, nausea, with more or less constitutional symp- 
toms, including those arising from intestinal absorption and 
muscular weakness thru impairment of nutrition. When due to 
pathologic states of the hepatic organs, the kidneys, the pancreas 
and involvement of the ileo-cecal region, the early symptoms 
pointing to deranged functions of these organs are present. Gall- 
stones, forming a nucleus for intestinal concretions have been 
productive of both partial and complete obstruction. Those cases 
of vomiting and reverst peristalsis due to more or less acute at- 
tacks of appendicitis do not usually fall in the category of true 
enterostenosis. In incomplete cases of obstruction there is usual- 
ly sufficient time in which the local causes can be studied and 
usually differentiated. Taken in connection with the rational 
signs, the physical signs disclosed by palpation and percussion 
are usually sufficient on which to base at least a preliminary 
diagnosis. A careful study of the matter vomited aids material- 
ly in diagnosis, in determining obstruction at and above the upper 
third of the ileum. True fecal vomiting does not occur; neither 
does tympanites prevail unless the obstruction is lower down 
in the intestinal tract. Both chronic and acute obstruction may 
be due to slow or sudden narrowing or closing of the intestines. 
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Volvulus, intussusception and hernia (strangulation) enter in as 
frequent causes of acute obstruction. 

Treves says that one-third of all cases of obstruction are due 
to intussusception. This is especially true in cases of obstruction 
in children. So also obstruction from fecal accumulation, noating 
kidneys and enlarged spleen, various cysts or tumors of the kid- 
neys and ovaries, and occlusion of the bowels by foreign bodies, 
gall-stones and enteroliths, help to make up the quota of causes, 
both partial and complete. 

Another very frequent source of trouble in chronic cases is 
circatrical or cancerous stricture. It is oftener easier to deter- 
mine the seat of an obstruction than to be positive of the caus- 
ative condition. 

Usually the pain due to obstruction is most noticeable at that 
point, or radiates from it. According to Pepper, early stercora- 
ceous vomiting in rapidly progressive cases, attended with great 
distention of the umbilical region, indicates obstruction of the 
ileum or cecum, while distention of the abdomen and flanks ac- 
companied with tenesmus indicates obstruction lower down in the 
colon or rectum. It is believed that if six quarts of fluid can be 
introduced into the large intestines, the obstruction will be found 
in the small intestines. Rectal and vaginal examination may 
reveal the site of the lesion and careful palpation aids in de- 
tecting tumors in the lower abdomen. 

Causes of obstruction due to bands of lymph usually have 
antecedent history of traumatism or peritonitis, and progress 
slowly from chronic to acute. There is usually no local pain in 
functional obstruction, neither can tumor be found, but there is 
constipation with more or less flatulent distention. The presence 
of blood or pus in stools has in these obstructions its own sig- 
nificance. While obstruction from gall-stones usually succeeds 
successive attacks of hepatic colic, the causes of post-operative 
obstructions are usually old adhesions, volvulus, displacements 
of various organs, or paralysis within the intestinal tract. The 
degree of encroachment of the lumen of the gut, whether from 
causes from within or without the intestines, is to be carefully 
studied in attempting to solve the problem. 


The first step as a preliminary to accurate diagnosis in 
chronic or mildly acute, cases is as thoro an evacuation of the 
bowels as physical conditions admit. The fatal error has too 
often been committed of the employment of heroic measures in 
such cases, the acute stage has been precipitated, and the gravity 
of the situation increast, or frequently turning the threatening 
condition into one of great danger or helpless embarrassment. 
Drastic vegetable cathartics, like croton oil, elaterium, jalap and 
podophyllin, should never be employed. Such practice cannot be 
too strongly condemned. In these recurring cases of obstinate 
constipation attended with cramps and reverst peristalsis, it is 
better to begin with one-tenth grain doses of calomel, continued 
hourly, until two grains are administered. Enemas holding in 
solution ox gall and Epsom salt meet the indications, carried as 
high as a rectal tube can be passt, while the patient is encour- 
aged to retain the same. If the presence of the enema or the use 
of the calomel provoke spasmodic pain with tendency to nausea 
and vomiting, one-quarter grain doses of codeine with 1-150 grain 
dose of atropine, used hypodermically, will facilitate opening the 
bowels. These enemas containing a pint of water and two drams 
sulphate of magnesia may be repeated every four hours until the 
bowels are evacuated. If the stomach will tolerate it, small doses 
of sulphate magnesia may be administered by mouth. If any 
food is administered in the exacerbations of chronic obstruction, 
only that in liquid form should be used, avoiding all preparations 
of milk, as the curd-like residuum is likely to ferment and cause 
trouble. Broths, juice from broiled steak, and well cookt rice are 
best. 

When such measures, patiently and judiciously followed, fail 
to evacuate the bowels, resource may be had to section for pur- 
poses of diagnosis, or with the view of overcoming the mechani- 
cal obstruction or the formation of an artificial anus. Sometimes, 
when the complications are grave and the time element is impor- 
tant, quick if any interference must be had. Lateral anastomosis 
may be made, which, if the patient survives, may be supplemented 
later on by such procedure as promises more permanent relief. 

The conditions of nearly complete obstruction which promise 
most from operative interference are circular adhesions due to 
ulcerations within the intestines, and slow-growing neoplasms 
and those due to slow but progressive contractions of adhesions 
resulting from plastic intra-peritoneal adhesions forming bands. 
The severance of these bands often affords immediate relief, while 
that of neoplasms, either benign or malignant, closing the in- 
testines, require resection and intestinal anastomosis, or, as al- 
ready indicated, lateral anastomosis or artificial anus. In this 
end-to-end anastomosis, choice may be had between the Murphy 


button, dessicated tube of potato, decalcified bone, gelatin cap- 
sules and various forms of suturing. The ease and rapidity of 
applying the Murphy button makes it of great value in emer- 
gencies—when it may be of priceless value. 

In these conditions every surgeon has his individual choice 
of method. When lateral anastomosis is decided upon by suture, 
it seems to be that Halstead’s method leaves nothing to be de- 
sired. Its simplicity and effectiveness in guarding against leak- 
age are among its chief recommendations. Great circumspectior 
is required to be certain that some form of hernia, particularly 
small strangulated hernias, is not the cause of the obstruction. 

Sometimes double causes operate simultaneously in these 
cases. Two years since, I met with an interesting case of this 
kind, the patient—a woman of fifty years, had a pronounced ob- 
struction in the small intestines co-incident with the small stran- 
gulated right side femoral hernia. The first evidence of ob- 
struction appeared in the ileum, to be followed a few days later 
by the strangulated femoral hernia. She was apprised of her 
danger and early advised to submit to operation. This she re- 
fused, and perisht. The hernial sac went on to gangrene, caus- 
ing severe local and systemic infection, of which she died. It 
is likely the vomiting induced by the upper obstruction was in- 
strumental in aggravating the pre-existing hernia, which up to 
this time was omental and not intestinal. 

Too much care can not be exercised in eliminating hernias 
of all kinds as causative factors in these obstructions. 

Among the occasional causes found in these cases are foreign 
bodies in the intestines as previously indicated—enteroliths, 
gall-stones and foreign bodies introduced by swallowing. I have 
recently seen a gall-stone as large as a small hen’s egg, which 
caused acute obstruction of the small intestines, from which the 
patient recovered after its removal. As statistics show that about 
one-third of the cases of acute obstruction are due to some form 
of intussusception, the frequency of this occurrence will have due 
weight in making diagnosis. 

Accurate diagnosis in obstruction of the bowels may not 
always be possible, but when it has been preceded by partial re- 
curring obstructions, which have been temporarily overcome by 
medicinal treatment, there is plain indication for surgical inter- 
ference. When in these progressive cases the question of almost 
complete obstruction. has been determined affirmatively, the 
operation should not be delayed if admissible, as here procrastina- 
tion or temporization under such circumstances can find no place 
in the calendar of the alert surgeon; since every moment of de- 
lay adds to the gravity of the situation. In acute cases the same 
general rule applies. Often abdominal section is needful to com- 
plete the diagnosis, after which the conditions present will deter- 
mine the subsequent management of the cases. 

The three-fold lessons which the writer desires to inculcate 
are: 

1. The folly and danger in the use of drastic cathartics. 

2. Careful study and continued observation of chronic cases, 
and interference when admissible, before the patient becomes 
helplessly debilitated, or intervention of the acute stage. 

3. Early recognition of acute obstruction and prompt ra- 
tional intervention. 


TRAUMATISMS OF THE GENITAL TRACT.* 
By Wilmer Krusen, M. D., Philadelphia, Pa. 


Professor of Gynecology, Medical Department of Temple Col- 
lege; Gynecologist to Samaritan Hospital; Assistant 
Gynecologist to St. Joseph’s Hospital; Consult- 
ing Gynecologist to Charity Hospital. 


No other part of the human aratomy is subjected to the 
peculiar injuries that so frequently occur to the birth canal. 
Even in the performance of the so-called natural functions of 
the organs, traumatism is the rule. No other orifice or outlet 
in feminine or masculine anatomy has to bear the insults and 
injuries loaded upon the cervical and vaginal apertures. The 
first coition produces a laceration of the hymen—tearing thru 
the structure which guards the vaginal introitus—sometimes pro- 
ducing violent hemorrhage sufficient to ensanguinate the patient. 
Goodell and Morris have reported cases that nearly proved fatal. 
The treatment is simple, as the bleeding point is easily accessible. 
The vessels may be ligated, pressure applied, or an application 
made of a solution of adrenal chloride or of Monsell’s solution. 


*Read by invitation before the Northwestern Medical Society 
of Philadelphia, March 1, 1904. 
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e INJURIES TO THE VULVA. 


Injuries to the vulva usually occur from falling upon some 
pointed object. In one case coming to the dispensary of St. 
Joseph’s Hospital, the patient fell upon the foot of an upturned 
chair, striking the left labium and causing a subcutaneous rup- 
ture of blood-vessels and consequent hematoma. In another in- 
stance, while deiivering a difficult forceps case, the labium was 
seen rapidly to increase in size and the same condition super- 
vened. Ordinarily, the application of pressure, of lead-water and 
laudanum, and of the ice-bag will cause the absorption of the 
blood-clot, unless infection occurs, when abscess formation will 
require open treatment. 


INJURIES TO PERINEUM. 


The traumatisms associated with parturition are by far the 
most numerous and important. Lacerations of the pelvic floor 
and the perineum are of frequent occurrence and may be caused 
by conditions inherent to the mother, to the child, or in the course 
and management of labor. Just so long as there is a relative 
disproportion between the size of the passage and the passenger, 
these tears will be inevitable, in spite of the best efforts of skilled 
obstetricians. While much may be done to avert them or limit 
their extent, yet in a certain proportion of cases, laceration is 
bound to occur; and the man who says he never has one, either 
never looks for it, or he is incapable of recognizing a tear when 
he does see it, or is as mendacious as the Biblical Ananias. 


Primary Operation.—If much laceration occurs and the 
patient’s condition will permit, the immediate or primary opera- 
tion should be done. After the afterbirth has been delivered and 
the uterus is thoroly contracted, a pad of aseptic gauze or absor- 
bent cotton may be placed beneath the cervix to keep the field 
of operation free from blood; the ragged edges of the tear 
trimmed smoothly and the sutures introduced. 


Personally, I think that fine chromicized catgut is prefera- 
ble, as it does not have to be removed later, and produces less 
annoyance than either silkworm gut or silver wire. And if the 
sutures are all brought into the vagina with little of the skin 
included, they are not apt to produce pain. In a certain pro- 
portion of these cases the sutures will slough out because of the 
devitalized condition of the tissue. The advantages of the pri- 
mary procedure are that it often spares the patient the necessity 
for a subsequent operation, and it closes the open avenue for in- 
fection. 

Intermediate Operation.—An intermediate operation may be 
performed at any time during the week following labor. At this 
time the wounded surface must be scraped with a knife or curet 
to get rid of the forming granulations, and the edges trimmed 
as in the primary operation; but the results are not usually 
satisfactory, as in the primary procedure. 

Lacerations of the pelvic floor in which the vaginal mucous 
membrane is torn thru are easily recognized, but injuries to the 
levator ani which are not associated with tears thru the vaginal 
mucosa, often escape immediate detection. The over-distention 
of the birth canal may cause a submucous separation of certain 
fibers of this muscle, or at least such a diminution in its tonicity 
that it can no longer fill its function as the pelvic diaphragm. 
In these cases the patient, sooner or later, suffers from the 
relaxation just as markedly as tho there had been a deep lacera- 
tion of the perineum left unrepaired. I know of no way of detect- 
ing positively this submucous tear or lack of tone until the 
patient resumes her active duties after the puerperium has 
passt. Therefore, it behooves us in this matter, as in all others 
in which our brother practitioners’ work is concerned, to be very 
charitable in our expressions and not condemn the obstetrician 
when consulted by a patient suffering from a huge rectocele or 
prolapsus of the uterus, who presents a good skin perineum ‘but 
no apparent muscular tone to the pelvic diaphragm. 

Secondary Operations.—These lacerations can only be treated 
by the secondary operation, which practically bares the retracted 
fibers of the muscle and permits their coaptation in a natura) 
anatomical position. Our text-books on gynecology are filled 
with operations and modifications of operations for the repair of 
old laceratins of the pelvic floor. 

The principle underlying all of these operations is identical 
and is simply that by clean and neat plastic surgery we restore 
the tissues to their normal position. The operation should be 
adapted to the individual case. Twc models which have been 
useful and are capable of modification, are the classical procedure 
of Emmet, which consists of a double triangular denudation upon 
the posterior vaginal wall and exposes the fascia and muscle; 
and the more recent operation of Hegar, in which a single tri- 
angular denudation is made, which may be closed by using the 
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continuous chromicized catgut suture, the operator being sure 
to carry the needle deep beneath the fascia and muscle in order 
to restore the normal anatomical relation. 

Where there is a relaxation of the anterior vaginal wall per- 
mitting the development of a cystocele, or what might be termed 
a hernia of the bladder, an elliptical exsection of a part of the 
anterior vaginal wall promises the best results. The operation 
suggested by Stoltz, Winckel and others in which there was sim- 
ply a circular or oval denudation of the vaginal mucosa, will not 
prevent a recurrence of the cystocele. Whereas, if the entire 
thickness of the vaginal wall is excised, such a recurrence is im- 
possible or improbable. If the bladder protrudes into the wound, 
a reef may be taken in its wall which will aid in maintaining 
it in its normal position. 


INJURIES OF ANTERIOR VAGINAL WALL. 


Laceration of the anterior vaginal wall will sometimes occur 
when forceps have been employed or even in natural labor, and 
these tears may be treated on the same general principles appli- 
cable to perineal lacerations. The chief point of interest is that 
they are so often overlookt. 


LACERATION OF CERVIX. 


Lacerations of the cervix are as frequent and as unavoidable 
as those of the pelvic floor. A question which is agitating the 
minds of obstetricians at present is whether these tears should 
be subjected to immediate repair. Slight cervical lacerations 
heal rapidly and rarely give rise to symptoms. Most cervical 
tears heal spontaneously, provided the patient remains uninfected. 
Deep cervical lacerations which do not heal spontaneously should 
be repaired later, for two chief reasons: The exposure of the 
mucous membrane of the cervical canal keeps up a constant irri- 
tation with a secondary congestion of the uterus; also carcinoma 
of the cervix is very apt to develop in the exposed and irritated 
tissues of the canal. 

In regard to immediate repair of deep cervical tears, if the 
hemorrhage is excessive a few sutures should be immediately 
introduced. On the other hand, if the condition is not associated 
with hemorrhage, I believe that the position of Whitridge Wil- 
liams is correct; that is, that it is advisable to leave the patient 
alone rather than subject her to the manipulation necessary for 
its repair, which inevitably exposes her to additional risks of 
infection. Moreover, in the majority of such tears, spontaneous 
healing ensues and in the exceptional cases in which this does 
not occur, better results are usually obtained by a secondary 
operation. 

In discussing the traumatisms of the genital tract, one must 
not ignore three instruments which play a part in the gynecologic 
armamentarium of the physician—the sound, the curet and the 
pessary. First, the routine employment of the sound for the pur- 
pose of diagnosis is a practice to be deprecated. By bimanual 
and conjoined examination, more satisfactory knowledge can be 
safely acquired than by the introduction of the sound thru a non- 
sterile canal into the interior of the uterus. Personally, for five 
years I have never used a sound in making a gynecologic exam- 
ination unless the patient was under an anesthetic with the in- 
strument and canal thoroly sterilized and preparations made for 
a dilatation and curetment of the uterus. Apart from the danger 
of infection of the uterus and of injury to the endometrium is the 
possibility of producing abortion, if the patient has passt a men- 
strual period and is wilfully deceiving her medical adviser. 

The uterine curet is an instrument also fraught with danger 
to a woman’s generative organs. The operation of curetage 
seems so easy and simple we are tempted to resort to it in many 
cases in which it had better be left undone. If there is an in- 
flammatory disease of the appendages, curetment of the uterus 
alone will often transform a latent and quiescent process into an 
acute and active one much to the detriment and danger of the 
woman. The curet is a traumatic and dangerous agent unless the 
operator be prepared to open the abdomen and deal with the 
disease of the appendages at the same sitting, 


PERFORATION OF UTERUS. 


During the past two years I have seen two cases in the hands 
of my friends in which the uterus has been perforated by the 
curet with injury to the viscera. In the first case the uterus 
was perforated and the omentum dragged thru the organ as far 
as the external os. Celiotomy was performed in two hours after 
the injury had occurred, and the omentum found plugging the 
opening into the uterine fundus, while about a pint of fluid blood 
was present in the peritoneal cavity. The bruised part of the 
omentum was ligated and removed, the opening into the uterus 
closed and the patient made an uninterrupted recovery. 
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In the second case, a knuckle of the intestine was dragged 
by the curet thru the wall of the uterus and the patient died 
before I was able to reach the house in company with my friend. 

These accidents occurred in the hands of careful men and 
ew emphasize the necessity for caution in intrauterine manip- 
ulation. 

The third instrument to which I have referred is the pessary, 
which still has a useful place in spite of the multiplicity of opera- 
tions devised for distortion and malposition of uterus and of 
vaginal walls. But if the instrument is ill-fitting or neglected it 
may produce a serious injury to the vaginal mucosa; in fact, 
may become imbedded in an inflammatory mass, which makes its 
extraction a matter of some difficulty. So it becomes imperative 
that the physician should exact from his patient that she should 
return for examination at regular intervals while wearing this 
internal support. 

In conclusion, we may say that all of these instruments or 
any of these operative procedures, which are used to prevent or 
relieve the consequences of traumatism, should be employed with 
brains, and that aseptic surgery, skillful plastic work, and not too 
much gynecologic tinkering, will best conserve the health of the 
patient, 


A RARE BREAST CASE ILLUSTRATING THE TEACHING OF 
MR. SYME OF SCOTLAND.* 


By R. H. M. Dawbarn, M. D., New York City. 


Professor of Surgery in the New York Polyclinic and Hospital. 


Tonight I present for your consideration a patient who was 
referred with a diagnosis of cancer of the breast. There was a 
large, very hard mass, with small axillary glandular involvement, 
but not of cancerous nature evidently; and an atypical history of 
cancer. The mass occupied the upper end outer quadrant mainly. 
So sure was I of its non-malignancy that, following the urgent 
teaching of Mr. Syme, I made my first stroke straight thru the 
center of the hardest part of the growth, and a jet of pus spurted 
out, disclosing a pocket of perhaps %-ounce capacity. There was 
a very dense wall about this abscess, the better part of an inch in 
thickness. In other words,. here was a staphyloccocus infection, 
the explanation of which was that the vital cellular activity was 
not quite able to destroy the microbes and the microbes were not 
quite virulent enough to spread, and the pus remained a persist- 
ent, slight irritant, and as a consequence there was a mass which 
simulated a cancerous growth. A drainage tube was inserted, the 
— healed rapidly, and the induration has now almost sub- 
sided. 

This was the second case of the kind I have seen, and I have 
heard of a third case in Mount Sinai Hospital, in which the house 
surgeon removed a breast which was seemingly cancerous, only 
to discover by cutting the tumor open later that this condition of 
chronic staphyllococcic abscess existed. 

A student askt “whether, in cutting into the breast in this 
manner and leaving the lymphatics open, the danger of spieading 
the disease, had it been cancer, would not have been very great.” 
This is an important question; and it is my opinion that had 
operation for removal of the breast been postponed until some 
time later on, the danger would have existed; but if the first 
incision proved the diagnosis of cancer to be correct, the patient 
should be kept under the anesthetic and the breast and axillary 
contents should be removed then and there. Cutting into a can- 
cer, and then packing the cut with absorbent gauze and proceed- 
ing to immediately excise seems to me a lesser risk than an 
abscess found too late. 

Another point worthy of emphasis which formed the subject 
of one of the last papers of the younger Gross, (also a somewhat 
later one by Gerster); is that if the operation for removal of the 
breast is begun by removing the breast and then clearing away 
the axillary contents, the operator is very apt, by involuntary 
massage, and by squeezing the breast, necessarily, while amputat- 
ing it, to send the cancerous juices, ( i. e., the lymph current with 
epithelial cells), into the circulation, and cancer may develop 
rapidly internally as a result thereof. This technic is always re- 
verst in my work, and the operation begun by cutting out the axil- 
lary lymphatics and removing the armpit glands and tat, and 
cutting out the breast last. This order of procedure adds neither 
to the length, gravity nor difficulty of the operation, and does 
away with all probability of sending the cancerous juices into 


*Presented to the New York Polyclinic Clinical Society, Octo- 
ber 3, 1904. 
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the circulation. This point is far from being a trifling one. I 
have often seen patients in whom the cancer reappeared so‘quick- 
ly, inwardly—oftenest in the lungs—as to make the cause rea- 
sonably certain; but the profession as a whole has seemingly 
not learned. of Dr. Gross’ teaching. 


THE MAMMA, ITS PHYSIOLOGICAL PURPOSES AND ITS 
COARSE AND FINER ANATOMICAL ELEMENTS IN 
THEIR BEARING ON SOME OF ITS PATHO- 
LOGICAL AFFECTIONS.* 


By Thomas H. Manley, M. D., Ph. D., New York. 


Professor of Surgery in the New York School of Clinical Medicine. 


If we approacht the treatment of the numerous pathological 
conditions of the female breast with a more complete knowledge 
of all its functions, purposes and of its complex structure, we 
would hesitate longer, and more frequently resort to conservative 
methods, rather than hastily resort to its total sacrifice by ampu- 
tation in various diseased conditions of it. 

Those large projecting pyramidal, pectoral bodies in the 
adult are at once an integral part of the sexual system, besides 
serving an important cosmetic purpose, providing protection to 
the anterior wall of the thorax and supplying nutriment to the 
new-born. 

It is the only secreting organ calling for a vacuum to drain 
it, and discharging directly on the surface. 

The description of its structures by nearly all anatomists is 
faulty, inadequate and misleading. Our faith in the teachings 
of writers on anatomy is so settled that to even question their 
accuracy has been regarded as a stupid effrontery. We have all 
been taught that the breast is a “gland with a capsule.” Testut 
denies that it is a gland, but an aggregation of widely scattered, 
separate secreting lobes, each one opening on the surface of the 
mammella independent of the other. 

The mamma has an excessive fibrous development in its par- 
enchyma (the membrana-cribrosa) without any definite organiza- 
tion or arrangement, stretching from the armpit to the siernum 
and from the clavicle to blend below with the abdominal apon- 
eurosis; but it constitutes no capsule, and is so intermingled 
with the panniculus-adiposus, the secreting lobes and lobules, as 
well as with the overlying integument that its complete separa- 
tion is impossible. The adipose tissue of the breast is a deep 
yellow color, its proportion varies, but in corpulent individuals it 
constitutes the main volume. It lies in a deep layer over the 
secreting structures; fringes and corpuscles of it everywhere per- 
meate the parenchyma. 

There are four sets of independent secreting glands in the 
mammary body. First the suboriporous and sebaceous in thei” 
overlying adherent integument. Second, the sebaceous or olea- 
genous in the tissues of the mammella. Third, diminutive tribu- 
taries in the areola. Fourth, the lobular isolated lobes of the 
mamma. The latter drain into the galactiferous ducts, which 
open separately on to the surface of the mammella. 

The milk-ducts pursue a radiating direction as they extend 
inward and break up in canaliculi in the lobules. 

A critical dissection of the breast during the function of lac- 
tation will display the lactiferous-ducts varying widely in diam- 
eter and length; just as we will find some of the lobes diminutive, 
and others of considerable volume. 

The nipple is made up of white and yellow elastic-tissue, gal- 
lactiferous-tubes having a cutaneous investment. The nipple con- 
tains no angiomatous-tissue nor muscle-fibre, and hence, strictly 
speaking, it is not an erectile organ; it is sometimes rudimentary, 
and often deformed thru congenital or acquired conditions. The 
base of the nipple is guarded by a circular disc of integument 
of a remarkable histological composition, the areola. This, like 
the nipple, in its deeper layers, is continuous with the fibrous 
felting of the mamma. 

The principal vascular supply to the breast is the internal 
mammary artery, while its larger veins drain into the axillary- 
trunk. 

The most notable feature in connection with its nerve supply 
is the preponderant influence on the sympathetic; no direct con- 
nection can be traced in its supply from the cerebro-spinal sys- 
tem with that of the generative branches from below. 

Lymph nodes are lodged in groups at the outer, upper and 


*An abstract of an essay read at the meeting of the Mis- 
sissippi Valley Medical Association, in Cincinnati, O., October 
14, 1904. 
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inner aspect of the breast, but there is very little lymphoid tissue 
in the organ itself. Zappey depicts a most elaborate arborescent 
display of lymph-vessels in the overlying integument, but several 
independent investigators have been unable to verify their pres- 
ence by any description of injection. There can be scarcely any 
doubt but the importance of the lymph ganglia has been greatly 
exaggerated in their relation to function, etc., in the mamma. 
The “modern cleaning out” radical operation is based on the 
unproven assumption that they are the fons et origo mali of all 
serious mammary affections. 

In function, the mamma is at once a duct and a ductless 
gland: i. e., it has an external and an internal secretion. We 
have not isolated in its physiological state its internal secretion, 
nor either have we that of the thyroid, the spleen or suprarenal 
bodies. 

In the child or the maiden, we find its elements as but sha- 
dowy and ill-defined; its acinous arrangement can be scarcely 
outlined. 

In the non-child bearing and during the intervals of lactation, 
it is essentially a ductless gland; it aischarges no secretion, but 
rather absarbs it, from which we must assume that the maintain- 
ance of the new-born is but one of the functions of the female 
mamma. 

In two instances of double amputation of the breast coming 
under my observation in young women for cystic disease, both 
later married, but neither ever conceived. The complete ampu- 
tation of both breasts is well known to produce most profound 
psychological impression, and often it is markt when but one is 
totally removed. 

The advent of nearly every variety of organic lesion here is 
quite invariably ushered in by depression of spirits and spells of 
distressing melancholy. 

Beatson’s operation has clearly demonstrated the intimate 
relations subsisting between the breast and the ovaries. In 
monorchids, in cryptorchids or hermaphrodism, imperfect de- 
velopment of the external male genitals—gynecomasia—a very 
large development of the mammae is a most conspicuous feature. 


CONCLUSIONS. 


The mamma is highly organized and structurally a most com- 
plex organ. 

Its functions are manifold. It is an essential and integral 
part of the generative system. Intermittent in function like the 
testes total ablation, like double castration, makes its impress on 
the sensorium. 

Very frequently degenerative or pathological changes begin 
in a single isolated lobe—about 20 of which are in each breast. 
In all non-malignant affections, radical measures should be lim- 
ited as far as possible to the affected area or lobe. 

It is only in malignant disease of a progressive type and 
when life is imperilled that total sacrifice of the breast is jus- 
tified. 

Inasmuch as the functions and purposes of the axillary 
lymph-ganglia are yet imperfectly understood, and their removal, 
quite invariably enhances the risks of operation, involves a wide 
mutilation of the chest walls, and always leaves more or less 
impediment in shoulder action, or even at times a painful tumefied 
limb, it is only as an extreme and exceptional measure that their 
complete extirpation should be practist. 


TECHNIC OF FIXATION OF PROLAPST KIDNEY. 
By Augustin H. Goelet, M. D., New York. 


Professor of Gynecology in the New York School of Clinical 
Medicine. 


The operation here described was presented in a paper read 
before the New Orleans’ meeting of the American Medical Asso- 
ciation, at which time it had been employed with uniform suc- 
cess for three years. Subsequent experience with it (and the 
many modifications of the operation), proves its necessity; espe- 
cially in face of the inadequacy of all mechanical appliances, 
such as belts and corsets, except in cases where the kidney has 
not descended below the border of the last rib in front to pre- 
vent further descent. After this operation, which is intended to 
support the abdominal organs, there is general improvement of 
the health as well as a feeling of greater security to the patient. 

The indications for operation are prolapse of the kidney to 
the third degree, viz.: when the kidney has descended below the 
border of the lower rib in front, and the upper pole can be pal- 
pated when the patient is in the erect position, because it is then 
an anomalous condition that should not exist, and is not con- 


ducive to either -health or comfort. In addition, the position of 
‘the kidney interferes with its circulation and function and with 


.the flow of urine from the kidney, and by compression of the 


ovarian vein which it overlaps gives rise to pelvic discomfort. 

One cannot too strongly emphasize the importance of careful 
preparation of the patient for the operation to obviate post-opera- 
tive vomiting which strains the freshly attacht kidney and loosens 
it from its new anchorage. Thoro purgation is imperative; and 
gastric lavage excellent, if the patient be particularly nervous 
and the stomach dilated. 

In operating, the chief objects to be accomplisht are: 

1. Permanent fixation of the kidney in its normal position. 

2. Complete detachment of the colon from the organ to 
obviate subsequent dragging upon it by the distended bowel. 

3. The avoidance of mutilation of the kidney and of the 
patient. 

4. Cure of the symptoms and conditions produced by the 
prolapse. 

The author’s technic is, briefly, as follows: 

The kidney is reacht by a vertical incision along the outer 
border of the erector spinae muscle, the muscles being separated 
in the direction of their fibres. Next, the fatty investment of 
the kidney is opened by a vertical incision near the spinal side 
of the wound, and the kidney is delivered thru the incision upon 
the surface of the back. The fatty capsule is then completely 
detacht upon both the anterior and posterior surfaces, care being 
taken to detach the colon completely The redundant fatty cap- 
sule is trimmed off on both sides The fibrous capsule of the 
kidney is not detacht or otherwise disturbed The sustaining 
sutures, two in number, are inserted only under the fibrous cap- 
sule, each having three insertions thru and under this fibrous 
capsule, and the ends are brought out thru all the structures of 
the back at the upper angle of the incision in the skin and are 
tied over a fold of gauze to avoid cutting by the suture and loos- 
ening of the loop. 

The suture material used is silkworm gut and the sutures are 
removed after three weeks. 

The wound is closed by two layers of catgut suture, one uniting 
the superficial fascia, and the other the skin margins. 

A gauze drain is inserted about the lower pole of the kidney 
and brought out at the lower angle of the wound. This aids in 
supporting the organ, taking the strain off the sustaining sutures 
during the first forty-eight hours, after which time it is removed. 

Among the many reasons why nephropexy may prove a fail- 
ure, the chief ones are as follows: 

1. Postponement of the operation until the kidney is seri- 
ously disabled or an incurable pyelo-nephritis has developt, or un- 
til the health of the patient is permanently shattered. 

2. Failure to completely detach the colon from the kidney, 
which may drag the kidney away from its anchorage or give rise 
to annoying pain. 

3. Failure to immobilize the kidney until it can become 
permanently adherent by employing absorbable sutures or by at- 
taching them insecurely to structures that yield to the constric- 
tion when it is tied. 

4. Fixing the kidney too low down, where it will be irrita- 
tated by pressure of the corsets or clothing constricting the waist. 

In the report made to the American Medical Association, 
there was a record of 159 nephropexies by the method here de- 
scribed (on 126 patients); in 33 of these both kidneys were 
fixt at the same time, without a death and without a single 
failure to secure permanent fixation. The ultimate results were 
cure of the symptoms and conditions depending upon the prolapse 
in all of the cases in which it has been possible to trace the 
patient in from two to twelve months after operation. 


REMARKS UPON CESARIAN SECTION FOR PLACENTA PRE- 
VIA, WITH SPECIAL REFERENCE TO THE 
LIFE OF THE CHILD.* 


By Francis D. Donoghue, M. D., Boston, Mass. 


Instructor in Clinical Surgery, Tufts Medical School. 


Is Cesarian section, for certain varieties of placenta previa, 
justifiable? If one believes that the mother and child have the 
same right to life, he must answer affirmatively. If, on the other 
hand, he believes in the teaching that the infant may be deliber- 


*Abstract of paper read by invitation before the Celtic Medi- 
cal Society of New York, Academy of Medicine, New York. 
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ately sacrificed to improve the mother’s chance of living, then 
he probably does not believe in this treatment. 

After studying the results from selected Cesarian section in 
the work of Shauta, Ehrenfest, Fry, Straussman and Higgins, it 
may be said: : 

It is evident, therefore, that the results of the modern con- 
servative treatment for placenta previa compare favorably, so far 
as the child is concerned, with the conservative operation so com- 
mon twenty years ago in cases of contracted pelvis, namely crani- 
otomy. The mortality to the mother, in both instances, is about 
the same. 

Craniotomy, with .a low maternal mortality, has properly 
given place to Cesarian section, with its as yet slightly higher 
maternal mortality, because the right of the child to life can not 
be denied. It is unfair to draw a parallel between the operation 
which deliberately sacrifices 100 per cent of the children in the 
interest of the mother, and one which only sacrifices 80 or 90 
per cent. 

Finally, I must most firmly express the belief that: 

(a) The operation should be performed thru the left rectus 
muscle. 

(b) Incision of the uterus is not usually followed by hemor. 
rhage, even when the broad ligaments are not constricted. 

(c) Time should be allowed for contraction and retraction of 
the uterine fibers before attempting to remove the placenta. 

(d) If sufficient time be given for this to occur, no blood will 
be lost from beginning to end of operation, and if severe hemor. 
rhage has preceded operation, the abdomen can be filled with 
saline solution before it is closed. 

(e) The shock of such an operation is certainly not greater 
than that of version or forceps in a woman already exhausted. 

(f) Within a few minutes of starting, all the indications of 
treatment—empty the uterus and control the hemorrhage—will 
have been fulfilled. 


ULCERS OF THE LEG—THEIR PROPER TREATMENT. 
By William P. Kingsbury, M. D., New York City. 


Instructor in Surgery in the New York Post-Graduate Medical 
School and Hospital. 


It is surprising, when one looks into the matter carefully, how 
few physicians know how to treat an ulcer properly. It has been 
my good fortune to be in a position where I have been able to 
see and treat ulcers of every kind and description, and to witness 
and follow up the results of many of my confreres. In the last 
two years I have treated or assisted in the treatment of over 
1,800 ulcers. 

It is not the purpose of this article to speak of the many and 
diverse kinds, but to deal with ulcers of the leg, and preferably 
those that seek for the field of their invasion the leg from the 
knee to the toes. 

Ulcers, as we all know, are due to or the result of many and 
varied conditions. But no matter what the cause, an ulcer has its 
own peculiar appearance and symptoms, and is so easy of diagno- 
sis that it is not necessary to go into details concerning it; yet 
one must not lose sight of the fact that those that have for their 
basis a diabetic, or a syphilitic condition, require, aside from the 
treatment here described, a general constitutional treatment to 
fit the case. 

It is a rule among most surgeons, when they begin the treat- 
ment, to use a sharp spoon or curet, to remove the hard, project- 
ing borders that nature has placed to limit the extent of the dis- 
ease, and to scrape away the granulations down to a healthy base. 
I am compelied to cry out against this procedure, as the pain thus 
produced is agonizing in the extreme, and to my mind not at all 
necessary. I have tried it, have noted results, and state most 
emphatically that it is a waste of time and needless. True, one 
may thus lessen the time of treatment, but why cause pain when 
it is possible to cure without? 

The methods I now use, and use in preference to all others, 
are simple and will, I know, appeal to every practitioner, be he 
a surgeon or not. 

When a patient comes to me with an ulcer, I wash the part 
carefully with cotton soakt in a solution of carbolic acid (2 per 
cent), removing all broken-down tissue that is loose, and try to 
get as nearly a clean wound as possible. I then cover the ulcer 
and the surface surrounding (taking care to cover all scratches 
and brawny, indurated tracts), with gauze pads, three or four lay- 
ers to a pad, each pad being about six to eight inches square. 
These pads have been previously sterilized, and are kept in a 2 
per cent solution of phenic acid until wanted, when they are 


squeezed out and applied as above. Care should be taken that 
they are smooth and devoid of ridges. They are held in place by 
a few turns of a gauze bandage, then, using a 2%-inch cotton 
bandage, the leg is bandaged to a point just below the patella, 
using the spiral reverse form of bandage as described in Whar- 
ton’s book on Minor Surgery and Bandaging. The first bandage 
having been applied firmly and evenly from the toes to patella, a 
second is used, beginning with two or three turns about the ankle 
and ending as above. 

The dressing should be changed every day or two, depending 
on the amount of the discharge and the extent of the ulcer. 
Usually after the first three or four dressings, one will find that 
the hard, indurated borders will have broken down and all detri- 
tus can be easily removed by gently rubbing with gauze or cot- 
ton compresses. 

As soon as the ulcer begins to show signs of improvement, 
which appearance is usually manifest at the end of a week, I have 
found that small strips of adhesive plaster, prepared by Desnoix 
and Debuchy, 17 Rue Vieille du Temple, Paris, previously heated 
and applied in the form of a grille, tend to promote healthy gran- 
ulations and hasten the process of repair. Some cases will not 
tolerate the plaster, and on these I use the gauze pads previously 
saturated with bovinine. To obtain good results with the bo- 
vinine, it should be used generously and the dressings changed 
every day. 

Some surgeons advocate the use of rubber tissue over the 
bovinine dressing, but I have found that it causes an unnecessary 
maceration of tissue and retards rather than hastens the process 
of repair. In this method of treatment the bandages are applied 
just the same. 

Too much cannot be said against the promiscuous use of rub- 
ber bandages or the application of ointments, powders, etc. The 
only unguent I have ever used is mercurial ointment, and then 
only in syphilitic ulcers, unless I except urguentine in those ulcers 
complicated with eczema. The secret of success is absolute 
cleanliness at each dressing, and the equable and proper applic.- 
tion of the bandages. 

Since writing the above, my attention was called to the arti- 
cle on “Treatment of Ulcers” by Alfred L. Fowler, M. D., of At- 
lanta, Ga., which appeared in American Surgery and Gynecology 
for September. Skipping over the first part of his article, which 
deals with the pathological side of the question, and which is 
very clearly and concisely put forth, I come to that portion which 
treats of leg ulcers, especially the last paragraph, in which he 
says: “It is an absolute waste of time to temporize with these 
conditions when one can accomplish in two or three weeks, by 
the radical method, what six or eight months fail to do by the 
older methods, ete.” All the results I have ever seen, following 
the “radical method,” have left the leg or legs in a more painful 
condition than before the operation, to say nothing of the result- 
ant scar, horrible and hideous to behold. To be sure there are 
some cases in which an operation holds forth the only hope of 
relief, but they are few and far between. The methods I have 
promulgated do not take “‘six or eight months,” some of my most 
severe cases being entirely cured in from six to twelve weeks, 
and my patients never losing a day from work. 

Dr. Fowler opens his article with this sentence: “Is there a 
satisfactory definition of an ulcer?” I think my definition, which 
follows, is the correct one, or as good as can be had: 

“An ulcer is a gradual, localized death of tissue, due to, or 
the result of, causes operating from without or within.” 

If my readers are able to glean any points from the above, 
I shall consider my time well spent, and as it has been a pleasure 
to write, I lay down my pen with regret. 


TREATMENT OF CHRONIC INFLAMMATIONS OF THE 
LOWER URINARY TRACT. 


By J. W. P. Smithwick, M. D., La Grange, N. C. 


Member of the Governing Council, American Congress on 
Tuberculosis, Etc. 


It is my purpose in this article to deal with those forms of 
inflammation that occur in the bladder and urethra, and known as 
cystitis and urethritis. These diseases are allied, may coexist, 
and one may follow as a complication of the other. There is a 
tendency without regard as to which organ is affected, for the 
disease to become chronic, and in nearly every case I have treat- 
ed, this tendency has manifested itself so that I have come to 
believe that such a termination is only natural with the trouble, 
and when this stage is reacht it is difficult to manage and cure. 
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A few patients do well on almost anything that is usually 
prescribed for the condition, but mary, on the contrary, make 
slow progress and their ultimate cure can hardly be assured with 
the ordinary methods of treatment and with remedies usually 
prescribed. 


Of late I have used quite extensively a preparation compris- 
ing the active properties of fir balsam, Venice turpentine, chloric 
ether and small proportions of hydrocyanic acid, and tartar eme- 
tic, combined in a palatable emulsion (known as Fitchmul) with 
almost unvarying and uniform success. Upon study of the above 
combination it will at once be observed that it is a happy one of 
markt therapeutic efficiency for the treatment of all chronic dis- 
eases of the mucous membranes generally, but my experience 
would prove that it is especially adapted for the treatment of 
chronic forms of disease of the urinary tract. I have used it in 
urethritis, both specific and non-specific, when it took on that 
form of chronicity that is evident from the discharge and long- 
standing of the attack, and have had p-easing results with every 
case I have treated so far. I have used it in a few cases of acute 
gonorrhea and believe that my patients improved more rapidly 
and recovered earlier than is the rule when they were treated by 
the ordinary methods. In the chronic forms, however, it is of 
very great service; in fact, it is a better therapeutic agent than 
any other I have used, giving more pronounced results in a 
shorter time. 


The following cases I have treated are illustrative: 


Case I. A white man, aged about 50 years. This patient 
complained of having suffered for the past ten years with a dif- 
ficulty in urinating, which amounted, at times, to an almost con- 
stant desire to pass urine. There was 2 dull, heavy pain in the 
region of the bladder and the urine on standing was full of a 
gelatinous mass, and was of a foul odor and bad appearance. A 
careful examination of the man and his urine revealed the fact 
that he was suffering from a chronic cystitis of a severe char- 
acter. He stated that he nad been treated by several physicians, 
and that they had washt out his bladder and administered various 
kinds of remedies, none of which, however, gave more than tem- 
porary relief. I concluded to try Fitchmul and ordered it in tea- 
spoonful doses at meals and at bedtime, tour doses daily. Upon 
this he began to improve and improvement was more rapid than I 
had expected could take place under the most favorable circum- 
stances. At the end of two weeks he stated that he was doing 
exceedingly well, and an examination of his urine revealed that 
it contained but very little mucus and pus. It was normal in all 
other respects. Fitchmul was continued in same amount a day, 
and at the end of six weeks’ treatment I discharged him as cured. 
He has since had no trouble in any manner whatever, and has 
gained in flesh and appears, in every respect, in good health. 


Case V. A lady, 35 years of age. Came for consultation at 
office. Stated her symptoms as follows: For several years she 
had been more or less troubled with passing of urine, at times the 
trouble amounting to actual pain. Her urine on standing had a 
clouded appearance and of foul odor, resembling ammonia. There 
was some tenderness directly over the pubes and a heaviness in 
lower part of abdomen. Occasionally a small quantity of blood 
would be passt with urine. Of late, she also related, it had 
troubled her a good deal more than formerly. She had taken 
several prescriptions for the trouble, but none of them seemed 
to be of any service. I examined her urine carefully (as well 
as herself) and was enabled to establish a diagnosis of chronic 
cystitis. I prescribed Fitchmul in teaspoonful doses at meals, 
and on retiring, and directed her to drink freely of water. A 
small dose of the mild chloride of mercury was also prescribed for 
laxative effect. In two weeks she stated that she felt about as 
well as she ever did, but I advised her to continue the medicine 
for another two weeks, telling her that I thought at the end of 
that time she would be entirely cured. The medicine was dis- 
continued at the end of the fourth week of treatment, and she 
has since remained entirely well and free from all trouble. 

Case XI. A widowed lady of 26 years of age. She com- 
plained of an almost constant desire to pass water, a slight 
amount of pain and uneasiness at all times; was troubled more 
during the day than at night, and her urine was almost normal 
in appearance. An examination, however, showed that it con- 
tained small amounts of mucus and pus, but there was no ten- 
dency to ammoniacal decomposition. She stated that she had 
been troubled about two years and that its progress towards a 
worse state was very slow. I made a diagnosis of chronic inflam- 
mation of the neck of the bladder, and prescribed Fitchmul in 
teaspoonful doses six hours apart, missing the midnight dose. 
Under this treatment she improved very well and was discharged 


as cured at the end of two weeks, and she has since had no 
trouble. 


Case XVIII. A case of chronic urethritis in a young man 
of about 20 years of age. The discharge had continued for sev- 
eral months and, as he stated, would neither get well or worse, 
but remained about the same all the while. There was a slight 
glairy discharge present during the early morning hours, and a 
burning sensation on passing urine. Erections were more or less 
painful, and there had been discharges of actual pus at times, 
but this usually disappeared in a day or two and gave no further 
trouble. I prescribed Fitchmul in four daily doses of a teaspoon- 
ful each, to be taken at meals and on retiring. This treatment 
proved most effective and at the end of two weeks he was dis- 
charged perfectly well in all respects and has since remained so. 


Case XX. This was a case of chronic urethritis with no his- 
ory of specific infection, and I have every reason to believe the 
history. There was a burning and painful sensation in the ure- 
thra while urinating and a slight discharge at times, tho this was 
not a constant symptom. The discharge when occurring was of 
a thin, glairy nature, and was irritating in character. I pre- 
scribed Fitchmul in teaspoonful doses three times a day, and was 
pleased to note favorable results at the end of four days. There 
was considerable abatement of symptoms at that time. I advised 
a continuance of the medicine and was rewarded with a complete 
cure at the end of two weeks’ treatment. He has since remained 
well, and there has been not even the slightest symptom of the 
former trouble. 


BENIGN ULCERATIONS OF THE BOWELS AND ANUS.* 
By Samuel G. Gant, M. D., LL. D., New York. 


Professor of Diseases of the Rectum and Anus, New York Post- 
Graduate Medical School and Hospital. 


Acute or chronic benign ulceration of the rectum or anus is 
not an uncommon affection, but is frequently not recognized until 
it has become extensive and difficult to relieve. The ulcers may 
be located about the anus, in the anal canal or high up in the 
rectum and may be single or multiple, large or small, super- 
ficial or deep, and with smooth or irregular edges. They may 
occur at any age and in either sex, but are most frequent after 
the thirtieth year, and are more common in women, because of 
injury to the bowel during parturition, or by its being presst 
back against the bony structure by a displaced uterus. 

CAUSES. 

Traumatism, venereal disease, catarrhal inflammation, tuber- 
culosis and dysentery are the common causes of benign ulcera- 
tion in the ano-rectal region, while in rare instances this affec- 
tion may be due to drastic purgatives, irritating discharges, mer- 


‘curial or other mineral poisoning, starvation, diabetes, uremia, 


typhoid fever, diphtheria or eczema, herpes and other skin dis- 
eases or the involvement of the rectum by diseases from neigh- 
boring organs. 

SYMPTOMS. 


The most prominent manifestations of benign ulceration are 


‘(1) diarrhea, (2) pain, (3) hemorrhage, (4) discharge of pus and 


mucus, and (5) pruritus. 

1. Diarrhea is usually the most prominent symptom, and 
the patient applies for treatment for it, not knowing that this 
symptom is caused by ulceration. The stools may vary in num- 
ber from three to twenty daily, are accompanied by tenesmus, 
are very exhausting and cause rapid loss of weight. 

Pain may be only slight or very great. If the ulceration 
is high in the rectum it may cause no pain, but if situated low 
near the anal margin, the suffering may be very intense, tho the 
ulcer is quite small. The pain of ulceration may be constant 
or intermittent, and is usually most severe during or immediately 
after stool. In the intervals of defecation there is a dull aching 
which may be confined to the rectum or referred up the back or 
down the limbs; indeed, the reflex symptoms may be so markt 
as to arouse suspicion of a diseased condition of the prostate 
bladder, uterus, tubus or ovaries. 

3. Hemorrhage is always present to a greater or less de- 
gree, depending upon the location and extent of the ulceration; 
in one case it may be so slight that the discharges are only 


*Abstract of paper read before the Post-Graduate Clinical 
Society. 
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tinged with blood, or perhaps, a faint streak may be seen on one 
side of the fecal mass; in another, when the’ulceration has 
involved the deeper tissues and attackt some large vessel, the 
bleeding may be very profuse. Ordinarily, there will be more or 
less bleeding after stool, because the passage of the feces over 
the raw surface scrapes off any little plug that might have oc- 
cupied the rent in the vessel and thus starts bleeding anew. 
When the blood becomes mixt with the contents of the rectum, 
it forms a dark brown, semi-solid mass, which closely resembles 
compact coffee grounds. 

4. Discharges may contain this blood mixt with mucus and 
pus in varying quantities; or, after a time, the discharge may be 
almost pure pus or pure mucus. In the absence of free exit for 
the discharge, abscess and fistula may form. 

5. Pruritus almost invariably occurs about the anal mar- 
gin in cases of long standing, because of the irritating discharges. 

When the ulceration has been extensive, more or less con- 
traction of the bowel may occur and give rise to symptoms of 
stricture. 

DIAGNOSIS. 

The number, location and character of rectal or anal ulcers 
are usually determined without difficulty by digital examination 
and inspection. of the parts thru the speculum (or proctoscope if 
necessary). 

Congenital, syphilitic and chancroidal ulcers are extremely 
sensitive, situated at the anal margin, and are: long and narrow. 

Tubercular ulcers of the ano-rectal region are extensive, 
deep, have irregular edges and undermine the surrounding skin. 

Catarrhal ulcers, in the beginning, are small, and numerous, 
but if permitted may become extensive and very numerous. 


PROGNOSIS. 


Traumatic ulcers in most instances heal promptly when prop- 
erly treated, but in tubercular, syphilitic, dysenteric and catarrhal 
ulceration the prognosis is less promising and in spite of treat- 
ment the ulcers may persist for a long time and when healing 
does occur, may produce stricture or other sequels. it is best to 
make a guarded prognosis in cases of extensive ulceration, since 
it is impossible to determine the length of time required to heal 
it or whether deformity will be produced. 

TREATMENT. 

The line of treatment to be selected in ano-rectal ulceration 
depends upon the general health of the patient and the cause, 
number, size and location of the lesions. Patients who are de- 
bilitated require tonics and a nourishing diet, including plenty 
of eggs, milk, beef-steak, chops and similar nourishing foods, 
but highly seasoned and fried foods, pastries, alcoholic, ice-cold 
and carbonated drinks should be prohibited. Anti-syphilitic and 
anti-tubercular remedies should be prescribed if indicated, and in 
cases of dysenteric ulcers, ipecac in large doses can frequently 
be administered to good advantage. 

The superficial ulcers frequently encountered in the lower 
rectum may be speedily cured by securing soft evacuations with 
Carabana water (three ounces each morning); frequently cleans- 
ing the parts, and applying locally with cotton or gauze a solu- 
tion of ichthyol; 10 to 50 per cent, nitrate of silver, 4 per cent; 
sulphate of zinc, 4 per cent; or balsam of Peru. 

Deep ulcers, or those which do not yield to the above treat- 
ment, should be cauterized with the galvano-cautery, stick-silver, 
copper sulphate, pure ichthyol or carbolic acid, and if necessary 
the sphincter muscle should be divuist or divided to secure rest 
of the parts. 

Extensive ulcerations higher in the rectum or in the sigmoid 
are treated by regulating the stools and spraying or irrigating 
the bowel with weak astringent solutions. If this does not prove 
effective, the bowel should be irrigated thru the colon-tube every 
other day with nitrate of silver, 30 grains in a pint of water, fol- 
lowed by normal saline solution, if there is much pain. On the 
alternating days an emulsion containing 1 drachm of subnitrate 
of bismuth, 10 grains of iodoform and 4 ounces of olive oil; this 
oil emulsion is very soothing to the mucosa and will be retained 
for many hours, while the other solutions remain in the bowel 
but a short time. After two weeks the silver nitrate solution 
is replaced by enemata containing half an ounce of fluid extract 
of krameria, half a drachm of biborate of soda and one pint of 
water. 

In some instances it may be necessary to curet and cau- 
terize the ulcerated surfaces with the Paquelin cautery, and 
where all other treatment has failed an artificial anus should be 
establisht in the left inguinal region, thus insuring rest to the 
parts, preventing the irritation by the feces, and allowing the 
ulcers to be kept clean and treated by direct applications and 
irrigations, both from above and below. 


SKENE’S METHOD OF ELECTRO-HEMOSTASIS IN PELVIC 
SURGERY.* 


By W. R. Pryor, M. D., New York City. 


Professor of Gynecology in the New York Polyclinic. 


The celebrated Scotch surgeon, Keith, whose name is par- 
ticularly associated with the removat of massive abdominal 
growths, treated the pedicles in the following manner. He 
graspt them with a powerful crushing-clamp, and by means of a 
superheated iron, heated this clamp so as not to burn the pedicle, 
but to cause it to become dry and parchment-like. In order that 
this might be accomplisht, and yet not to apply too much heat, 
so as to produce a dead tissue, as in an ordinary clamp and cau- 
tery operation, he had to exhibit an unusual acquaintance with 
the details. However, his pupil, Skene of Brooklyn, became im. 
presst with the thoroness of the hemostasis which Keith secured, 
with the absence of pain in the stump, the absence of suppura- 
tion, and with the smooth convalescence of the patients, ana 
having seen the complications which arise from the application 
of ligatures in certain situations, he, with the assistance of a 
skilled electrician, devised instruments for very simply doing 
what Keith did by a complicated technic, and with absolute pre- 
cision. 

The vessels to be obliterated are graspt with heavy forceps, 
very much like the pile-clamp, adjacent tissues are protected 
either by means of a non-conducting shield or gauze pad, and 
as the clamp compresses the tissues a current of electricity is 
allowed to run thru the clamp, heating it to about 190 degrees. 
Taking an ordinary ovarian pedicle as an example, a fair com- 
pression is secured for one minute; then for another minute, 
more compression; and then for another minute more still, the 
instrument being all the while heatec by means of electricity to 
190 degrees. Upon removal of the clamp the pedicle is found 
converted into a tissue exactly similar in appearance to catgut: 
translucent, in thickness only one-eighth the original pedicle, 
perfectly dry and with the veins, arteries, nerves and muscular 
fibers all coagulated into one mass, in which one cannot be dis- 
tinguisht from the other. The softer the tissue, the slower should 
be the compression, and the less the time during which pressure 
should be applied. 

When my attention was first drawn to this method, a number 
of years ago, I said that it would open up to the possibilities of 
the vaginal section certain cases which never had been attempted 
that way, but I was unwilling to apply to my patients this method 
of controlling vessels until I had experimented. I therefore se- 
cured fresh arteries and sealed them by Skene’s method. Upon 
subjecting these to hydraulic pressure, I found that it required 
six times the normal amount of intra-arterial pressure to open up 
the mouths of the vessels closed in this way; for instance, assum- 
ing that the pressure within an ovarian vessel is equal to three 
pounds, such pressure would have to be eighteen pounds, or 
greater than the aorta, in order to open the vessel. It is neces- 
sary, before applying any of these instruments, to have them 
thoroly coated with sterile vaseline, otherwise they stick to the 
tissues. 


This method of occluding vessels should not be regarded as 
an absolute substitute for the ligation of large trunks by Wyeth’s 
method (ligation in continuity, with approximation of the inner 
coats of the vessels without rupture), but it is a substitute for 
ligation of vessels in certain situations and under certain condi- 
tions. We all know the disadvantages of ligating en masse the 
edematous and necrotic pedicle of a twisted -ovarian tumor, or 
the broad ligament in an ectopic gestation associated with infec- 
tion and edema. We also know the disadvantages of tying off 
a pus focus, such as a gangrenous appendix or pyosalpinx. 
Again, in tying off certain very fragile pedicles, such as in ectopic 
gestation or sepsis, we see our ligatures cut thru the swollen and 
friable tissues, producing a disagreeable degree of bleeding. 
Again, in hemostasis in vesical and rectal polypi, in erectile 
tissue about the vagina, in the tongue and spleen, this method 
of hemostasis is far superior to any other. It has been found in 
the abdomen, where it is intended to perform intestinal resection, 
that two broad lines of absolutely sterile and obliterated gut-ends 
can be approximated without the escape of a bubble of gas or 
feces to soil the suture-line; and afterward manipulation with 
two fingers opens the occluded ends, so as to make a continuous 
lumen. The twisted pedicle of an ovarian cyst, the infected 


*Demonstration before the Clinical Society of the New York 
Polyclinic. 
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pedicle of a dermoid cyst, and the highly vasculater pedicle of a 
pedunculated fibroma may be removed by this method with abso- 
lute satisfaction and without the introduction of any suture ma- 
terial. 


In my hands its chief. application in operations within the 
abdomen has been in the performance of my operation of total 
abdominal extirpation of the cancerous uterus and adenexa, with 
preliminary hemostasis, produced by ligation of the ovarians, 
illiacs and obturators, together with extirpation of the upper 
third of the vagina. Skene’s method of electro-hemostasis is the 
only procedure by means of which I have ever been able to con- 
trol bleeding from the erectile tissue about the vagina in this 
operation. 

It would seem to me an ideal method to apply in extirpation 
of the gall-bladder at its neck. The removal of the spleen, I be- 
lieve, can be accomplisht by this method with an insignificant 
mortality because secondary hemorrhage is impossible and much 
time is saved. I find that my acquaintance with this method 
of hemostasis enables me to treat all my cases of ectopic gesta- 
tion thru the vagina and without abdominal section. I have yet 
to meet an ectopic gestation which I cannot so treat, and can 
. eonceive of its failure only where the products of conception are 
too large to pass the vaginal outlet. It has enabled me to remove 
dermoid cysts thru the vagina and all ovarian cysts which were 
small enough to pass thru this canal. 


I will now demonstrate to you upon this living animal this 
method of controlling bleeding. We will first take the small in- 
testine, which in the dog is many times thicker than in the human 
being. Assuming that I wish to make a resection of the intestine 
or that I propose to close the two ends, where resection is to be 
followed by end-to-end or side-to-side anastomosis, I clamp the 
gut in two places and turn on the current. I push the clamp to 
the first notch, and at the expiration of half a minute we see a 
slight bubbling along the sides of the clamp. The heat produced 
is not too great tor the touch, altho it is disagreeable to the fin- 
gers. At the expiration, the clamp is pusht down one more notch, 
and now the bubbling is quite energetic. After the second minute 
the clamp is pusht to the third notch, or as far as it will go, and 
the tissues show the escape of very little steam, but the struc- 
tures touching the clamp have become white. In two and one- 
half minutes the clamp is taken off and the stump inspected. On 
one side I find that I have not applied sufficient pressure and 
heat, whereas on the other, the intestine which was graspt with 
the clamp is converted into a thin ribbon of translucent, parch- 
ment-like tissue. I re-apply the clamp for one-half minute to the 
other side, and the process is complete. Now, with scissors, I 
cut thru these thin ribbons of tissue to see that the gut ends are 
absolutely closed. Without escape of gas and without escape 
of feces, we have produced two stumps which are bloodless and 
uncontaminated by intestinal filth and in which you can do such 
suturing as you see fit. : 


The dog is pregnant, nearly to the full term, both cornua 
being filled with puppies. By manipulation I separate a portion 
of the uterine muscle and grasp it with the forceps, allowing it 
to remain on three minutes. I then cut the uterine muscle and 
you will find absolutely no oozing. The large utero-ovarian art- 
ery, which goes to one cornu, I purposely sever, so that you may 
see it spurt; then I grasp it with the forceps and subject it to 
heat and pressure for two minutes, and it is perfectly dry. Turn- 
ing the animal over and pulling out the spleen, which in the 
dog has a head and quite a tail, I grasp it at the point where it 
is about two inches wide, with the forceps, turn on the current, 
and by gradually increasing the pressure for one and a half min- 
utes, you will notice that this highly vascular organ is, at the 
point of pressure, converted into a thin sheet of parchment, thru 
which one can almost see. With the scissors I sever this point 
and no blood escapes. I now take the large bunch of veins in one 
broad ligament, clamp them, heat them to 190 degrees for one 
and one-half minutes, remove the forceps and cut the stump, and 
no blood escapes. 


Dr. Skene was not content with the results in more than two 
hundred applications of his method, and by experimentation and 
the use of the microscope in the hands of an expert microscopist 
he demonstrated that the pedicle never became infected and that 
the current in the vessels never became re-establisht; that, 
whereas the tissue did become organized, it always remained as 
a homogeneous mass in which it was impossible to identify 
herves, muscular tissue, mucous membrane and vascular walls. 
My enthusiasm for this method of hemostasis is more than war- 
ranted, I can assure you, for I have applied it in double ovari- 
otomy thru the vagina, in the removal of pus sacs, in the removal 


of septic dermoid cysts, and many, many times in the removal 
of ectopic sacs, and in the removal of hemorrhoids and rectal 
polypi. I have found it to give me most satisfaction in the work 
in the abdomen in the class of cases in which ligation is undesira- 
ble, namely, soft tissue, edematous tissue, necrotic tissue and 
septic foci. ‘ 

In transforming the current one may use either a liquid trans- 
former and coil or an ordinary motor transformer; or one may 
employ a galvanic cautery battery with the rheostat. As to the 
expense, I have found that I saved in the first four months the 
cost of the instruments from what my ligature materia: would 
have cost me. So far as the patient is concerned, not only is the 
method superior under the circumstances in which it should be 
used, to application of ligatures, but the stumps are painless. 


X-ray for Hodgkins’ Disease. 


In Archives of Electrology and Radiology appears an inter- 
esting case-history from the work of Dr. E. B. Finch, of New 
York City. The patient first complained of pain in left shoulder 
and arm, which increast in severity for six months, when a swell- 
ing appeared over the cartilage of the second rib on the left 
side, not tender to touch and no constitutional symptoms were 
evident. An indefinite mass was palpable at the sternal notch. 
Clinical, pathological and blood findings indicated Hodgkin’s dis- 
ease, some of the tumor having been removed surgically. The 
patient was thoroly treated with iodides, arsenic and iron with- 
out result and was placed under x-ray treatment July 23, 1903. 
At this time patient presented every evidence of severe suffering. 
Over manubrium sterni and at the left was a soft protuberance 
three inches in diameter at base and projecting outward about 
half an inch, very tender, with a small discharging sinus at right 
end of operation scar; cervical, axillary and inguinal lymphatics, 
and spleen were enlarged. During the treatment he was given 
three grains of quinine three times daily as recommended by 
Morton for the production of fluorescence in the tissues, and 
tonic doses of iron, arsenic and strychnine. A very high tube 
was used, the sittings lasting from forty to ninety minutes, the 
tube being moved at intervals of ten minutes, so that the whole 
body except the scalp and face was exposed to the rays during 
each treatment. They were repeated nearly every day for two 
weeks. At the eighth exposure the glands were noticeably small- 
er and at the fifteenth the cervical enlargement had disappeared, 
as had also the pain, which did not recur. At the twenty-ninth 
exposure on August 28, the pre-sternal tumor had entirely disap- 
peared and the sinus was completly healed. At the sixty-second 
exposure on December 5, the patient appeared to be entirely 
weil and weighed 154% pounds, a gain of 14 pounds since com- 
mencing the treatment. The pre-sternal tumor recurred in March, 
and from March 12 to April 2, 1904, he was given twenty-one x-ray 
exposures, fluorescein being used internally in addition to qui- 
nine, with resulting entire disappearance of tumor. Finch be- 
lieves that in time the disease will be entirely eradicated and 
that the quinine was a very helpful factor in producing the cura- 
tive result. 


Intermittent Lameness. 


Burr, (American Medicine, Sept. 17), records a case of in- 
termittent lameness due to peripheral obliterating endarteritis; a 
lameness which might readily be regarded as of a surgical char- 
acter. He summarizes a typical case as follows: The patient, 
while walking, is seized with pain or numbness, localized or dif- 
fuse, in one or both legs, and at the same time there is a feeling 
of stiffness, or even distinct cramp, in the calves or thighs. If 
the patient sits down relief comes quickly, but very soon after 
beginning to walk again the symptoms return, and soon he is 
unable to walk at all, not only on account of pain, but also be- 
cause of muscular disability. If now the patient be examined, 
the arteries in the feet, and it may be even the femorals, will 
be found pulseless, the arterial walls will be felt to be distinctly 
thickened, and the feet may be warm, cold or normal in tem. 
perature, and red, or cyanosed, or natural in color. The most 
striking thing is the absence of the pulse in the member or 
members affected. The duration of an attack varies from min- 
utes to hours. They come on almost always during muscular 
exertion. The legs are much more frequently affected than are 
the arms. Very rarely the arm and leg of the same side are 
seized almost simultaneously, producing a condition superficially 
resembling a transient cerebral hemiplegia. Occasionally only 
one arm is affected. The condition is not to be confounded with 
the chronic non-paroxysmal manifestations of general arterio- 
sclerosis. ‘ 
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EDITORIAL NOTES. 


Neglected Operations. 

There has been much—too much—said about unnecessary 
operations (especially by our esteemed friends, the neurologists) ; 
not enough about the neglected cases—patients sadly in need of 
operation. Think for a moment, dear reader! How many neg- 
lected cases have you in your own field of work’ Verily the 
woods are full of them. Hemorrhoids without number literally 
aching to be ligated or burned; hernias by the hundred, strain- 
ing at their trusses, vainly waiting for the curative knife that 
comes not; varicose ulcers of the leg without limit crying for 
surgical relief; lacerated perineums yawning in hopelessness for 
scissors that cut not; tumors of every region growing, growing 
—and some of them cancerous—without the one word of encour- 
agement from the trusted family doctor needful to secure extir- 
pation; all these and more. Doctor, are you doing your full duty 
to your patrons in neglecting these chronic cases; and especially 
those of semi-charity character? Reflect—and act. 


“Dead-Beat” Doctors. 


Why is it that so many doctors are—without question— 
dead-beats? Last month I sent out several hundreds of sight- 
drafts to members of “our honorable profe«*‘on,” attaching there- 
to the written promise to pay of the respective doctors. A few 
paid; most of these practitioners of medicine (practically all of 
them members of “good standing” (?) in medical societies), de- 
liberately lied about their indebtedness. When the drafts came 
back I sent each delinquent this letter: “Doctor—Why did you 
LIE at your bank? Your promise to pay was attacht to the draft 
so that your home banker could see that you were repudiating 
a just obligation. In refusing to pay you show yourself to be 
worse than a thief. Your name has been dropt from the books of 
the Journal and your name placed on the ‘Dead-Beat’ list.” Un- 
fortunately, the law does not permit the publication of the names 
of these men; if it did what fun there would be! 


Trades-Unionism in Medicine. 

Is the present tendency toward the adoption of trades-union 
methods in certain medical circles likely to become general? To 
the careful observer of things medical, it would appear as if the 
ulterior object of the present managers of the American Medical 
Association is the “unionizing” of the medical profession! You 
hadn’t thought of it? Just note: The present organization of 
the “parent” American Medical Association is practically upon 
the same basis as the Supreme Councils or Lodges of the various 
Federations of Labor; the Auxiliary Branches (State Medical So- 
cieties) are “scab” unless they adopt without question the dicta- 
tion of the superior body; and the Local Lodges (County Medical 
Societies) must have their “charters” from the State Society, or 
they are not “recognized.” However excellent may be the work 
of a local society, however pure its membership, if it does not 
obey the orders of the State Society, its members are “scabs’”— 
with all the bitterness that word implies in the great centers of 
unionism. Nor ig that all. Even now the cry is going up: “Don’t 
consult with or have anything to do with a man outside his local 
society.” You can hear it everywhere; you can even read it, 
now and then, in the great Journal of the American Medical Asso- 
ciation. Will the average American doctor “stand for it?” I 
fancy he is too liberal, too fair-minded, too good to be lead by 
the nose by “walking delegates’—-under whatever name they 
may be called. The truth of the matter is the present organiza- 


tion of the American Medical Association is upside down—the old 
system was the best: the local medical society the basis of organ- 
ization; the state and national bodies but the creatures of, not 
the dictators to, the local members. Let the slogan be: “No 
trades-unionism in the medical profession!” 


Homeopaths and the A. M. A. 

Speaking of the American Medical Association reminds me 
that there was a great hullabaloo after the adoption of the new 
constitution about how “sectarianism” would soon be wiped out; 
how beautifully the homeopathic and eclectic medical societies 
would soon be amalgamated with the so-called “regular” bodies; 
indeed, how the medical millenium would soon be upon us! And 
how has it been? Have more than two score homeopaths or 
eclectics been received into the American Medical Association? 
Is there a baker’s dozen of county or city medical societies from 
which general invitations have been extended to reputable medi- 
cal practitioners of other “schools” to attend the meetings (not 
to mention “joining”’) the “regular” bodies? If so, I shall be 
glad to publish the list as an honor roll. To me it seems like a 
huge farce. The great American Medical Association for many 
years refused to admit delegates from the New York State Medi- 
cal Society because of its liberal attitude toward homeopathic 
and eclectic graduates; and the New York State Medical Asso- 
ciation sprang into existence with its “I-am-better-than-thou” con- 
stitution and membership. Finally, the national body swung 
around and adopted exactly the plan so long followed by the 
older New York State Medical Society; and the howl of joy went 
up to heaven. But—what of the echo? Instead of being con- 
sistent and accepting delegates from the standard New York 
State Medical Society, the younger iron-clad, homeopath-proof 
New York State Medical Association continued to be “it.” And 
the echo says “Insincerity.” If the American Medical Associa- 
tion is to remain dictator—as its present managers seem to de- 
sire—and is sincere in the desire to include all reputable medi- 
cal men in its membership, regardless of school of graduation, 
why does it not say to the New York State Medical Association: 
“Get off the earth! Have your members join the older and bet- 
ter New York State Medical Society, the policy of which has 
been adopted by the American Medical Association?” Why does 
it not say to the St. Louis Medical Society: “Bury your local 
jealousies and quit black-balling reputable practitioners who 
want to join.” Why does it not say to the thousand and one 
county medical societies: “Stop your fight on homeopaths and 
eclectics and get them into your societies.” And the echo still 
is: “Insincerity!” Ah—it’s a nasty piece of business; and the 
rottenness will soon stink to heaven. One of these days a few 
more things of this kind will be toucht upon in these columns, 
and a spade will not be called an agricultural implement, either. 


The Journal of the American Medical Association. 

There seems to be a genuine feeling of ill-nature on the part 
of medical journalists toward the Journal of the American Medi- 
cal Association, the Journal of the California State Medical So- 
ciety being especially bitter in its denunciation of it as “the great- 
est advertising medium of America”—conducted at the expense of 
the members of the A. M. A. The Medical and Drug Advertiser 
has lately expresst its opinion as follows: “The rapid and phe- 
nomenal success of the Journal of the American Medical Asso- 
ciation has hurt every Other journal in the country more or less. 
There has been a growing dissatisfaction amongst medical edi- 
tors for some years, and efforts have been made to have the ad- 
vertising rates of the Association Journal increast so as to re- 
strict its business, and not hurt its smaller competitors so badly. 
Lately a number of journals have attackt the association methods 
openly in their columns. At the time the journal was started 
there were grave doubts as to its expediency, and some of the 
older and wiser members opposed the proposition. It is now 
claimed that the association is improperly and unprofessionally 
accumulating a large amount of money, and that there is a grow- 
ing temptation to use this surplus in the manufacturing of anti- 
toxines, specialties, and in selling tablets, or in subsidizing some 
favorite preparations. Some contend that no subscriptions should 
be solicited outside of the association membership, and others 
that only enough advertising should be taken to make up the 
deficiency. There is also considerable rivalry in regard to the 
editorial management, and a number of bright doctors think they 
could conduct that department better than it is at present. As 
a matter of fact, no editor has been able to hold this position very 
long, and it is intimated that several of them have suffered seri- 
ously with their health on occount of the laborious duties and 
unnecessary friction. As the older journals made the American 
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Medical Association, and by their liberal encouragement and sup- 
port in the past, have sustained and developt it, they naturally 
object to unfair competition and expect liberal and co-operative 
treatment in the future.” A prominent monthly demands that 
the Association Journal answer the following questions, and if 
this open agitation continues (which is most probable), there will 
be an opportunity for some interesting discussions at the next 
meeting of the American Medical Association: “Let the Asso- 
ciation Journal answer these questions: (1) What are the 
necessary expenses of the Association? (2) What are the neces- 
sary expenses of the Journal? (3) What is the actual income 
from members of the Association? (4) What is the actual in- 
come from subscribers? (5) What is the actual income from 
advertisements? (6) What disposition is made of the balance 
of the funds? (7) Why does the Association enter into ruinous 
competition with other medical journals, if it is not really neces- 


sary and may do harm?” Will the Journal do it? Its figures | 


usually are very confusing. 


MINOR NOTES. 


Professor Osler Leaves America.—Dr. William Osler, for 
many years Professor of Principles and Practice of Medicine in 
Johns Hopkins University, Baltimore, has been appointed by King 
Edward Regius Professor of Medicine at Oxford, England. It is 
a life position and the salary good. 


Another Doctor-Governor.—The new governor of New Found- 
land is a member of the medical profession, Sir William Mac- 
Gregor. He was born in Scotland in 1847, graduating at Aber- 
been in 1872. He has been Registrar General of the Fijii Islands, 
Administrator of New Guinea, Governor of Lagos, and High Com- 
missioner of the Western Pacific Colonies. 


Canadian Addresses.—At the recent meeting of the Canadian 
Medical Association, addresses were made by Dr. E. C. Dudley, 
Professor of Gynecology in Northwestern University, Chicago; 
Dr. William J. Mayo, Surgeon to St. Mary’s Hospital, Rochester, 
Minn.; and Dr. C. W. Oviatt, of Oshkosh, Wis., Emeritus Pro- 
fessor of Surgery in the Wisconsin College of Physicians and 
Surgeons. 


Missouri Doctor-Politicians.—No complaint can be made that 
the doctors of Missouri do not take enough interest in politics. 
Of the 219 nominees for the legislature this year, 13 are prac- 
tising physicians, 


Death of Dr. Prewitt.—Dr. T. F. Prewitt, for many years 
Professor of Surgery in the Missour: Medical College (Washing- 
ton University), St. Louis, died Oct. 18 of cerebral hemorrhage. 


New Chief Surgeon.—Dr. A. H. Cordier, Professor of Sur- 
gery in University Medical College Kansas City, has been ap- 
pointed Chief Surgeon of the Kansas City, Mexico & Orient 
railroad, with offices in Kansas City. 


Professor Binnie’s Book.—A new work on operative surgery 
is soon to be issued by P. Blakiston’s Sons & Co., of Philadel- 
phia. It is written by Dr. J. F. Binnie, Professor of Surgery in 
the Kansas City Medical College, and is to be profusely illus- 
trated. Advance sheets of the color-work on view at the World’s 
Fair show that it will be of an unusual degree of excellence. 


Dr. Johnson Dead.—Dr. J. Lively Johnson, of Louisville, Ky., 
4 very prominent southern surgeon, and valued contributor to the 
Journal, is dead. 


Daniel Calls—A most pleasant call is acknowledged from 
Dr. F. E. Daniel, of Austin, President of the Texas State Medical 
Society, Editor of the Texas State Medical Journal, and his young 
and charming wife who was unanimously elected “mascot” of 
the Texas State Society at its recent meeting. 


Professor Doughty in St. Louis—Dr. W. H. Doughty, Jr., of 
Augusta, Ga., was a recent caller on the Journal,” while visiting 
the Fair. Dr. Doughty occupies the chair of surgical pathology 
in the Medical Vollege of Georgia, and is generally regarded as 
one of the leading men ox the New South. 


Editor Taylor Calls.—Dr. J. J. Taylor, for many years editor 
of the Medical World, of Philadelphia, spent a good part of the 
month of October at the air. During his stay some very enjoya- 
ble hours were due to his call at the office of the Journal. His 
recent energetic fight against the policy of the Medical Brief in 
devoting so much space to the “booming” of proprietary rem- 
edies is bringing him very prominently before the medical pro- 
fession of the United States; and as he is firmly convinced that 
he is right, he will no doubt keep up the fight, in spite of the 
financial loss which it seems must irevitably follow. 


President Stewart.—Dr. John Stewart, of Halifax, N. S., was 
elected President of the Canadian Medical Association last month 
at the Vancouver meeting. 


Profits in Patent Medicines.—The profits in patent medicine 
must be enormous. For next year Dr. R. V. Pierce will spend 
$750,000 in advertising; the Peruna Company, $500,000; Castoria 
the same amount; J. C. Ayer Company, $350,000; Lydia Pink- 
ham Company, ditto; and Scott & Bowne, $300,000. And yet the 
average income of the country doctor is less than $1,000 a year! 


GYNECOLOGICAL NOTES. 


Sterility in the Female. 


American Medicine quotes Dr. J. N. West, Professor of 
Gynecology in the New York Post-Graduate Medical School, as 
classifying the various causes of sterility as congenital, patho- 
logic, traumatic and psychic. Congenital causes are pseudo- 
hermaphroditism, congenital absence of vagina, vaginal septa and 


‘bands, congenital atresia, and other congenital malformations 


including imperforate hymen, many of which yield to judicious 
surgical interference. Pathologic causes are the most frequent 
and important of the feminal causes of sterility and include new 
growths, carcinoma of the cervix, sarcoma, vaginal cysts, fibroids, 
syphilitic growths and inflammatory conditions resulting in abnor- 
mal secretions inimical to the life of the spermatozoa. In the 
case of new growths they should be removed, but when of ma- 
lignant character conception should be guarded against. If the 
growth is of syphilitic origin the use of the mixt treatment with 
mercurials and iodides will usually prove effective. If the ster- 
ility is due to an excessive and acrid secretion of acid mucus, it 
may be relieved by the judicious use of antiseptics and local 
applications, among which the very best is silver nitrate. Among 
the traumatic causes the vesico-vaginal fistula is the most strik- 
ing. Cystocele, rectocele and compiete procidentia may also be 
causes. Atresia of the vagina due to diseases or trauma also oc- 
curs and may be a bar to normal insemination. The relief of the 
traumatic causes of sterility offers a wide field of usefulness to 
the gynecologist, but when sterility is really due to psychic 
causes the physician can offer practically no relief, the means 
for this lying with the affected individuals. 


The Gynecological Importance of Prolapst Kidney. 


Dr. Augustin H. Goelet, of New York, presented a paper with 
this title at the annual meeting of the New York State Medical 
Association, October 17 to 20, (Medical Record, October 22, 1904), 
in which he shows conclusively that prolapse of the kidney has 
an important bearing upon diseases of the female pelvic organs, 
because by pressure directly upon the ovarian vein, as it ascends 
along the spine, the circulation is obstructed and pelvic conges- 
tion is the result. Hence it is instrumental in producing or main- 
taining such conditions as endometritis, uterine displacements, 
uterine hemorrhage, hemorrhages into the pelvis, ovaritis, irrita- 
bility of the bladder and even cystitis, and these conditions are 
therefore oftentimes incurable until the kidney has been restored 
to its normal position by operation. An erroneous idea of the 
gravity of the operation is often given to the patient by those 
who do not understand it. He contends that if he can do 197 
consecutive nephropexies, in 47 cases fixing both kidneys at the 
same time, without a death, the operation has no mortality. 
Goelet believes the essential object of the operation is to restore 
the kidney to its normal position, and unless this is done, the 
full benefit does not follow, and very often the patient is in worse 
condition than before. 


Complete Utcrine and Vaginal Prolapse. 


Dr. Frederick Holme Wiggin, of New York, read a paper at 
the late meeting of the American Medical Association on the’ 
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treatment of complete uterine and vaginal prolapse, a synopsis 
of which is given in the Journal of the New York State Medical 
Association. The author called attention to the fact that the 
condition is ordinarily that of a reducible hernia thru the pelvic 
floor, the sac being the inverted vagina, and its contents the 
uterus, tubes, ovaries, bladder, rectum, and a large portion of the 
small intestines. He pointed out that the chief etiologic factor 
in the production of the disorder is the separation of the tendons 
of the muscles forming the pelvic floor and the resulting recto- 
cele, the result for the most part of injury arising from parturi- 
tion. The indications for treatment are the reduction of the 
hernia and the obliteration of the sac. These are best accom- 
plisht in the author’s experience, by first returning the contents 
of the sac into the peritoneal cavity and then thus by placing the 
patient in a bed with its foot elevated for a few days till all the 
ulcerated surfaces have healed. Tampons soakt in glycozone are 
also used to aid in retaining the parts in their proper position, 
and to soften the more or less indurated tissues. A laparotomy 
is next to be performed with the patient in the Trendelenburg 
position, and after the intestinal adhesions are broken up the 
uterus is to be seized with bullet forceps and drawn well up 
and a purse-string suture of kangaroo tendon passt thru the 
uterine tissue at the point of attachment of the round ligament 
and then carried up and down the broad ligament, the needle be- 
ing. made to emerge at the point of entrance. A similar suture 
is passt on the opposite side. When this has been accomplisht 
both are to be drawn taut and tied, partial or complete removal 
of the uterus being deemed unnecessary and harmful. After the 
closure of the abdominal wound and the application of a celloid- 
in dressing, repair of the pelvic floor and reduction in size of the 
anterior vaginal wall is undertaken, the whole operative proce- 
dure ordinarily not lasting over forty minutes for its perform- 
ance. The reader stated that in his experience elderly people 
bore operative interference well, provided they were not too 
prolonged and did not involve much loss of blood, and that he 
has performed many such operations on women from 60 to 83 
years of age, all of whom have had uneventful convalescence. 


Prevention of Visceral Prolapse After Labor. 


That getting up too late after confinement is a cause of 
much suffering is strongly affirmed by Dr. A. Ernest Gallant, 
Professor of Gynecology in the New York School of Clinical 
Medicine in a recent article in American Medicine. He contends 
that many of the symptoms from which women suffer in the 
subsequent months are due first to actual muscular weakness 
from atrophy the result of non-use while confined to bed; second, 
to a well markt abdominal distension; third, to uterine displace- 
ments with or without a torn or relaxt perineal floor. In the 
normal process, the uterine ligaments should undergo retrogres- 
sive changes, reducing the uterus to its natural size and position. 
This, however, does not always take place, and in a percentage 
of cases, as is well-known, the uterus is found retro-flext. Gal- 
lant believes that this is due to the. faulty position, namely, the 
dorsal decubitus, assumed by the woman, during her stay in bed. 
He advises that the patient spend the greater portion of her time 
upon her sides, and in addition, if necessary, tampons should be 
inserted to elevate the cervix after the uterus has descended to 
the level of the pelvic brim. After two or three weeks it is well 
to insert a well-fitting pessary to be worn for some months if the 
woman has suffered retro-displacements antedating her preg- 
nancy. He believes that muscular soreness after labor could be 
greatly relieved by massage. He thinks that as soon as the 
uterus has contracted well within the pelvis, whether this be on 
the fifth, sixth, or some later day, the patient should be encour- 
aged to get out of bed, thus avoiding muscular weakness result- 
ing from prolonged bed rest. He believes that the abdominal 
distension occasioned by the pregnant uterus will, if neglected, 
result within a few months in a loss of power of the belly-wall 
with a resultant enteroptosis, and in order to combat this he has 
adopted the following line of treatment in the cases controlled by 
him: On the evening of the delivery or shortly after the initial 
sleep the body and limbs are thoroly massaged for half an hour 
and this is followed by a weak alcohol bath. This general mas- 
sage is repeated once daily on the second and third days, while 
on the fourth, fiiith and sixth days passive motions of all the ex- 
tremities are made. At the uterus diminishes in size attention 
is given to kneading the abdomen with the object of stimulating 
peristalsis, while on the seventh day and thereafter active resis. 
tant exercises are taken. The patient lying on the back is di- 
rected to raise the trunk, next to elevate the legs and then to 
alternately turn over on the abdomen and raise the legs, all this 
having for its end the idea of strengthening the abdomen and 


dorsal muscles and reducing the abdominal cavity to its former 
dimensions. At all times except during the exercises the ab- 
domen must be tightly held by stroug bands in order to prevent 
an accumulation of gas and over-distension of the intestines. 
Finally, on the seventh day, one of the author’s specially designed 
corsets is procured and light calesthenics are given from the 
seventh day onward. 


Accidental Perforation of Uterus. 


In an article in American Gynecology, Dr. A. Brothers, Ad- 
junct Professor of Gynecology in New York Post-Graduate Medi- 
cal School, says that the most numerous cases are those due to 
the passage of a sound or curet. The accident is recognized from 
the fact that the instrument passes to a depth beyond that of the 
size of the uterus previously mapt out by bimanual examination. 
The suspicion that the instrument has passt into a Fallopian tube 
might justifiably arise, but in the present state of our knowl- 
edge cannot be safely assumed. These cases will usually get 
well if manipulations within the uterine interior are brought to a 
sudden termination, and particularly if no intra-uterine irrigations 
are made. If the curetage or sounding was preliminary to an 
intraperitoneal operation, this may be proceeded with and the 
injury to the uterus repaired with several catgut sutures. No 
drainage is necessary. If no intraperitoneal operation was orig- 
inally projected, the patient ordinarily can be safely put to bed 
with an ice-bag over the hypogastrium and given morphine or 
opiates. If the uterus has been injured and the operator has irri- 
gated the uterus, three sets of conditions may arise. In the first 
set a mild local peritonitis may call for nothing more than the 
same line of treatment. In the second set an acute septic peri- 
tonitis may call for a hysterectomy (usually vaginal) with drain- 
age per vagina. The third set of cases may be less virulent and 
more chronic. They are apt to terminate in abscesses, which 
may be located in the pelvic peritoneum. According to their seat 
they may require being attackt from above or below. Very rarely 
will a hysterectomy be indicated in such cases. The operation 
will be in the nature of an exploratory laparotomy, and the exact 
line of work can only be determined on with the abdominal cav- 
ity opened. When the uterus has been injured and the intestine 
dragged thru the wound and become strangulated, laparotomy 
must be done as early as possible. If the strangulation has been 
fatal to the vitality of the gut, this must be exsected. The uterus 
may then, according to the judgment of the operator, be repaired 
or removed. That even this state of affairs is not necessarily 
fatal can be inferred from the studies of Miquel, who reports 
five recoveries in eight operations. 


Carcinoma Of the Breast. 


Ennis (St. Paul Medical Journal, June, 1904) believes that 
cancer of the breast is at first a local disease. Metastases occur 
in only 24 per cent of cases during the first year. The complete 
operation has demonstrated that local recurrence can be pre- 
vented in from 74 to 82 per cent of cases, even when many have 
gone a year or more. The conclusion necessarily follows that 
if all cases were operated on within the first year, one may 
reasonably expect 75 per cent of permanent cures, and if within 
six months, a considerably higher percentage. It is, therefore, 
the duty of every physician to embrace such proper occasions 
as offer to educate the laity as to the dangerous probabilities in- 
herent in every breast-tumor and the necessity for early and com- 
plete surgical treatment. 


Chlorosis and Tuberculosis. 

The average gynecologist is apt to look too much to the 
pelvic organs as a cause of so many complaints of women. New 
York Journal gives this synopsis of an article on the relation of 
chlorosis to tuberculosis, which is of great importance: Labbe 
recalls a favorite paradox of his teacher, Landouzy: I offer a 
reward for a truly chlorotic patient, who is not tuberculous, 
syphilitic, nephritic, gastropathic, or attackt with any disease 
likely to cause anemia. Symptomatic anemias, he stall main- 
tains, as does his tutor, differ in no way from chlorosis. Of all 
the causes of an anemia, likely to give rise to an apparent chloro- 
sis, none is more important or more frequent than tuberculosis. 
Passing over lightly superficial points of resemblance between 
chlorosis and tuberculosis, Labbe states that the great majority 
of women, between twenty and thirty years of age, who come to 
his clinic with pulmonary tuberculosis, have a decided history 
of anemia, which may or may not have disappeared before the 
tuberculous manifestations. He thinks these patients have had @ 
larval state of consumption; a state existing before the appear- 
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ance of the bacillus. Such a condition is manifest often merely 
as neurasthenia, polyarthritis, asthma, bronchitis, etc. Many 
of Labbe’s patients, too, come to his clinic as chlorotics, with 
pulmonary lesions that are improving. Two interesting cases 
are cited. It would seem as if chlorosis was often simply a mani- 
festation of arrested pulmonary consumption, or, frankly, a symp- 
tom of tuberculosis; a mask, it might be said, that tuberculosis 
assumes at the epoch of puberty in the female. When chlorosis 
is diagnosticated in a young girl, the latter should be at once 
treated as if suffering from incipient consumption. 


Bloodless Placenta Previa. 


Dr. W. G. Moore, of St. Louis, has reported a unique case in 
Courier of Medicine: Undoubted placenta previa carried to de- 
livery without loss of biood. The patient was a young woman 
with a previous history of three miscarriages. One physician 
who examined the patient after the beginning of labor suggested 
the diagnosis of placenta previa, his opinion being based solely on 
the thickened feel of the sac. When the membranes ruptured a 
half placenta, with four inches of cord, protruded from the vul- 
va. The head could be felt against the perineum. The next 
pain delivered a fetus of seven months. The remaining half of 
the placenta was found adherent to the os, and was easily re- 
moved. At no time was there any hemorrhage. Moore believes 
that there was a central placenta, thinner than usual, which was 
sufficiently elastic to allow the smali head to engage and act as 
a plug until the placenta ruptured. 


Vaginal Treatment of Syphilis During Pregnancy. 


Therapeutic Review says that Voerner, in forty pregnant 
women afflicted with syphilis, administered constitutional treat- 
ment by means of mercurial vaginal suppositories composed of 
equal parts of lard and mutton tallow, with 12 to 15 per cent 
mercury, the entire suppository weighing from three to five 
grams. After its introduction into the vagina, the suppository 
was presst against the external os by means of a non-absorbent 
tampon impregnated with tannin and glycerine or alum and gly- 
cerine. The results were very satisfactory, the treatment having 
a favorable influence on the course of pregnancy. 


Circumcision of Women. 


Southern California Practitioner has this instructive disser- 
tation upon the subject of circumcision of women: The inhabi- 
tants of Egypt are circumcised. Religion prescribes it to the 
Mahometans, and the Copts, or Catholics, willing to double their 
claims to paradise, are circumcised as well as baptized. Circum- 
cision was practist among the ancient Egyptians, and some have 
gone so far as to find it necessary in the climate of that region. 
In almost every other region men are circumcised, and the whole 
mode of operation is universally known, but in Egypt women 
likewise submit to the operation, or to an operation somewhat 
similar, and one which has obtained the same name. The cir- 
cumcision of women was likewise practist by the ancient Egyp- 
tians. It is at present confined to women who are properly 
Egyptians; the women of other countries, who are brought 
thither having no occasion for the operation. Sonnini justly re- 
marks that it is by no means easy to treat of this subject with 
any degree of perspicuity, and, at the same time, to avoid such 
expressions as may Offend the ear of modesty. To pass it over 
would be improper. That the women of Egypt undergo an opera- 
tion denominated circumcision has long been known, but writers 
remain ignorant of the nature of the operation. Many affirmed 
that it consisted in retrenching the nymphae, which were sup- 
posed to grow to an uncommon size. Bruce distinguisht the 
operation by the name of excision, and affirmed that it consisted 
in shortening the clitoris. Niebuhr seems to have adopted an 
opinion compounded of these two notions, and such was the idea 
of Sonnini himself, till he had an opportunity of procuring more 
exact information. That the nymphae and clitoris are frequently 
retrencht seems to Sonnini, after the inquiries he made, to be 
sufficiently certain; but this is not all that is understood by the 
circumcision of women. Sonnini had long been of opinion that 
the ideas entertained of this operation were not correct. He 
wisht to examine the matter more accurately, and he formed a 
project which, in Egypt, was a little arduous—he resolved to 
witness the circumcision of a girl. Forneti, the interpreter, lent 
his aid in this affair, which it was by no means easy to accom- 
plish. The impropriety of exposing to the profane eyes of a 
Frank a Mahometan girl was strongly urged. Besides, it was 
winter, and deep-rooted prejudice has fixt the commencement of 
the rise of the Nile as the only auspicious period for the per- 


formance of the operation. The only argument in opposition to 
such objections was money, and this was so well applied that 
Sonnini at length had an opportunity, not only of seeing the 
operation performed, but also of examining a case which had been 
operated upon some years previously. When he examined her 
person, Sonnini perceived a fleshy excrescence hanging from the 
os pubis, immediately above the labia. Its length was about 
half an inch, and the removal of this excrescence was what con- 
stituted female circumcision. The operator made the girl sit 
down on the ground before her, and, with a bad razor, immediate- 
ly cut off the part mentioned. Tho a good deal of blood issued 
from it, nothing was applied except a small quantity of ashés. 
Neither the nymphae nor the clitoris were toucht, and, indeed, 
they were not visible in the girl or in her who had formerly been 
circumcised. Circumcision in the women of Egypt (if the opera- 
tion can be properly called by that name) is the effect rather of 
necessity than of choice. The excrescence is enlarged in pro- 
portion to the age of the woman, the operator assuring Sonnini 
that, if it is suffered to remain untoucht, at the age of 25 it 
would be four inches in length. The operation is always per- 
formed, however, before the girls arrive at maturity, generally 
about the age of 7 or 8. The operators, who are for the most 
part women, are commonly natives of Upper Egypt. At the 
season reckoned most proper for the performance, which has 
already been mentioned to be the commencement of the increase 
of the Nile, they go from village to village proclaiming their 
occupation. The excrescence which renders circumcision neces- 
sary is peculiar to women of Egyptian origin—to women descend- 
ed from the ancient race of inhabitants. Females brought from 
another country, or females descended from parents who at some 
period, however remote, have arrived from another country, never 
exhibit any such excrescence. If we compare this circumstance 
with the accounts of the women in other parts of Africa, it may 
tend to render descriptions, formerly much suspected, if not 
wholly true, at least partly true. The preternatural apron of 
the Hottentot females was long considered as a fable, and Vail- 
lant himself, who had traverst many parts of the country, strenu- 
ously contradicted the supposition of any such appearance. The 
same traveler, however, at a great distance from the Cape of 
Good Hope, met with women with a lengthened excrescence, 


‘similar to that belonging to the Egyptian women, except that at 


the lower extremity it was divided into two parts. The latter 
circumstance he considers as the effect of art. Should the dubi- 
ous authority of Vaillant be reckoned insufficient to establish the 
reality of any such conformation existing among the Hottentot 
females, his assertion may be confirmed by the authority of one 
whose veracity has not been suspected. Baron, in his travels 
near the Cape, mentions the same circumstance. It is evident, 
therefore, that at the two extremities of Africa, are found women 
who from nature have received such an excrescence. Female 
circumcision, at the same time, is known to be practist in Abys- 
sinia, and, tho the nature of that circumcision has not been pre- 
cisely determined, it may be presumed to be owing to a confor- 
mation similar to that of the Egyptian women, especially when 
we consider that those who perform circumcision in Egypt come 
from that part of the country which is nearest Abyssinia. Among 
the African negroes, no such conformation has ever been ob- 
served. Upon the whole, therefore, it may be concluded with 
some degree of probability, that the peculiarity in question is 
confined to the tawny women in Africa, and that a race of them 
extends, perhaps with a few interruptions, from Egypt in the 
north to the Cape of Good Hope in the south. It is probable, 
likewise, that it is peculiar to a race of women, without being 
under the influence of climate, since no length of residence in 
Egypt seems to bestow such a mark on females not belonging to 
the original inhabitants. It would be curious to know whether 
the original. Egyptians preserve the same conformation after a 
residence of successive generations in a different country. 
Should this appear to be the case, it would afford a very power- 
ful argument in favor of those who contend for the existence of 
different species of human beings. 


Prevention of Venereal Disease. 

Of the prevention of the spread of venereal diseases by in- 
fected women (especially prostitutes), Dr. G. S. Peterkin, of 
Seattle, says (Medical Sentinel): The measures advocated rec- 
ognize the existence of the fact that prostitution is undertaken 
as a means of livelihood or profit; therefore, it is a business, and 
must be conducted upon a business basis in order to be as profita- 
ble as possible to the individual and the least dangerous to the 
community. The products from barter (personal appearance, ani- 
mation, character and health) depend mainly upon the two latter 
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for their value. Health, therefore, is a prostitute’s greatest as- 
set. The longer a woman maintains these products in the maxi- 
mum condition, the greater will be her profits, and the less her 
expenditures. In other words, a woman will be of greater mone- 
tary value to herself, and less dangerous to the community, the 
better and the longer she maintains her health. The principal 
factors appertaining to this occupation, outside of the lack of 
the general hygienic and sanitary condition, that act detrimental- 
ly to her health, are: (1) venereal disease; (2) drink; (3) 
abortions; (4) her social position. In advocating venereal 
prophylaxis, all immoral women must be divided into two classes. 
(a) Women who have venereal diseases and do not know it. 
This is possible and true, especially in the majority of cases of 
chronic gonorrhea. For tho infectious, the woman may have no 
localized or characteristic pain or other subjective or objective 
symptoms of the disease beyond the habitual leucorrhea, or 
“whites” of women. And even that may be absent. (b) Women 
who have venereal diseases, especially chronic gonorrhea, and 
know it, and yet carry on sexual intercourse. This latter class, 
not few in number, are only complying with the law of self- 
preservation, for it often demands this act of them, as it demands 
that they, suspecting that a man has a contagious disease, must 
take the chances of contracting disease from him in order to live. 
Steps essential to cause personal prophylaxis to be adopted by 
these women are: (1) Teach them that the science of medi- 
cine exists for the purpose of preventing and curing disease, no 
matter what its causes or character, and also, to aid suffering, 
no matter in whom; that, as its followers, we are ever as its 
tenets dictate we should be, physician and counsellor, not perse- 
cutors and prosecutors. (2) If houses of assignation are segre- 
gated or tolerated, have the municipal authorities force the own. 
ers of such buildings to comply with the establisht laws of sani- 
tation, especially as to size and ventilation of rooms, sewerage, 
and bathing facilities, ete. (3) Demonstrate why, according to 
the laws of nature, venereal diseases are dangerous to them, to 
their health and to society. (4) Instruct them as to the clinical 
symptoms of venereal diseases, so that they may recognize them. 
(0) Instruct them as to the means of preventing venereal dis- 
eases, and of controlling infection when they see it present in 
their patrons, or it has occurred in themselves. Pamphlets that 
contain these ideas in an elaborated form, their titles and meth- 
ods of distribution, cannot be considered here. Yet, it is neces- 
sary to briefly outline the means of controlling venereal diseases 
that lie within the power of these women to comply with, and 
which they themselves will enforce, as it is to their personal 
advantage. There are such as: (1) Instruction as to general 
health: bathing, regular attention to toilet, drinking ‘of sufficient 
amount of water, etc. (2) The proper method of taking a 
douche, the temperature of the water, etc. (3) The worthless- 
ness of a macroscopical examination and the value of the micro- 
scopical to themselves. (4) Teaching the use of the speculum 
and tampon to one of the inmates of an assignation house, so 
that tampons may be used and frequently changed, and thus in- 
fection prevented, especially when intercourse is indulged in dur- 
ing the existence of a chronic infection, or when the menstrual 
period is present. (5) The advisibility of using an antiseptic, 
as boracic acid, instead of bichloride. The latter hardens and 
dries the vaginal mucous membrane, and thus increases the like- 
lihood of minute lacerations to both the male and female, and as 
a result, the more ready inoculation of syphilis and chancroids. 
(6) The hardening and drying of the vagina, which of necessity 
occurs when frequent douching, should be offset by the using of 
a lubricant during coitus. And this lubricant should be soluble 
in water, such as lubrin. Vaseline, even carbonized, is not advis- 
able, for if this be used and bacteria are deposited in the vagina, 
they cannot be washt out, but are covered by the vaseline, and 
husbanded to do future damage to the woman, or to be rubbed 
into the meatus of the next victim. (7) In washing evternal geni- 
tals, they should be taught to rub away from the meatus, thus 
not infecting the bladder. (8) Glass urinals should be used in 
the bedrooms, instead of the usual vessels, thus the presence of 
shreds, etc., in the urine will indicate to the woman the neces- 
sity of taking extra precautions. These, and many other instruc: 
tions along similar lines, could be given, and are not only com- 
mon sense, but are in the bounds of duty. 


Rupttre of the Uterus During Labor. 

Dr. T. B. Grimsdale (Medical Sentinel) finds that its fre- 
quency varies, according to various authors, from 1 to 482 cases 
to 1 to 6,000. The mortality is also very high, varying between 
55 and 95 per cent, according to the estimates of authorities. 
The lowest mortality is obtained where prompt abdominal opera- 
tion can be performed. A patient who came under the writer’s 


observation had four children, and her fifth confinement started 
on June 14, 1903, at 2 p. m., when the “waters” burst. At 9:30 
the following evening labor pains began, and continued until a 
hand (the left) presented. Version was done, but as the os was 
rigid there was some delay. The child was dead and putrid. 
When the operator tried to get the foot down thru the os, it was 
recognized that something was wrong, for at the posterior por- 
tion of the os another opening could be felt, and thru this there 
came what the accoucheur corsidered a loop of the intestines. 
The delivery was completed and after the vagina had been packt 
with gauze, the patient was removed to the hospital, where she 
arrived at 3 o’clock the next morning. The abdomen was opened 
as soon as possible, and there escaped from this cavity clear 
fluid and blood clots. The uterus was found to be ruptured in 
the posterior portion of the lower uterine segment. Panhyster- 
ectomy was performed. The patient was much collapst after the 
operation. On June 28, one week after the operation, the patient 
acquired pleurisy, which cleared up in four days, and on July 21 
she was discharged as cured. Grimsdale believes that the safest 
treatment in the long run will be found in the boldest measures; 
also, that it is safest in these cases to remove the entire uterus. 


Mammary Cancer. 


Shield claims (Colorado Medical Journal) the origin of the 
thoro operation for malignant disease of the breast for England, 
tho he admits that Halsted has the credit of forcing it upon the 
attention of the profession. The effect of removal of the ovaries 
for malignant disease is considered by him as unsettled and in an 
exerimental stage. He would consider three years as rather a 
short period of time to calculate a cure. In 60 cases operated 
on, the operation was most thoro—all but two included removal 
of the axillary lymphatic tissue and all the fascia. When the 
axillary glands were infected also, a part of the pectoral was 
removed. The skin has also been freely removed so that in some 
cases he was not able to coapt it again after operation. The 
most strizing general feature of his cases was the lack of local 
recurrei .s. If they did occur, they would be only small or of a 
nodulot. -ature and easily removed. In 40 tabulated cases, 8 
patient:: » ere well for five years, going on six, after operation; 
4 for four years and upward, 7 for three years and upward, and 
11 for two years. In the cases that showed local return within 
two years a second and slight operation has given them a fresh 


period of freedom from the disease. He reaches these conclu- . 


sions: (1) The danger in removing cancer of the mammae by 
extensive operation is small, and should not amount to more 
than 1 or 2 per cent in mortality. Sepsis is preventable, and 
when it occurs it is a blameworthy error on the part of the sur- 
geon. (2) That early and free removal gives prospect of years 
of freedom and in a good percentage of cases, of good health 
and enjoyment of life. 


Medical Treatment of Gynecological Cases 


Under this heading New York Medical Times says: The 
past fifteen years has shown such progress in surgery that for 
a time the medical aspect of many classes of cases was largely 
lost in the dust cast up by the wheels of the chariots of the 
up-to-date surgeon. Especially has this been true in gynecology. 
There are gynecologists who look with respect only on the knife 
and whose only drug is a can of ether. The pendulum ever 
swings, however, and now is dawning the day when medical 
treatment, even in surgical cases, is beginning to loom large 
again. The medical man is often surprised to see the results 
which can be obtained by judicious treatment. He knows that 
by preliminary treatment an operation is often greatly simplified 
and the prospects of a cure greatly increast where more careful 
attention is given to preparing parts for the operation. We must 
remember that asepsis or antisepsis is not the alpha and omega; 
the condition of a tissue may not permit a rapid cure or ready 
union. Where there is no need of haste, preparatory treatment 
will always give better results. For example: in laceration’ of 
the cervix, where the condition has lasted for a long period, the 
pathological lesion may have changed the tissues around the cer- 
vix so that good union may be impossible. Where the cervix is 
hard, enlarged and deep blue or purple, the uterus enlarged and 
tender, the prospects are not assuring. Local treatment will re- 
duce the size of the uterus and cervix, removing the tenderness 
and the enlarged Nabothian cysts. So it is in many other condi- 
tions. It is folly to rush into an operation without careful thought 
and preparation. Nature still has a special care over her own, 
and the physician must not forget this all-important fact, even 
when confronted with imposing rows of figures and statistics from 
the case books of the modern surgeon. 


| 
74 
] 
t 
] 
( 
| 
‘ 
| 
| 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


75 


Elevation of the Hips in Placenta Previa. 


Dr. Alfred King, Surgeon to the Maine General Hospital, Port- 
land, in New York Medical Journal, says: A surgeon was called 
to a not distant city to see in consultation a lady suffering from 
placenta previa. The loss of an only child a few years before 
made both father and mother anxious to save this one, even i 
Cesarean section was required. There had been some ‘slight 
hemorrhage and pains for several hours. The vagina had been 
cleansed and a large iodoform gauze pack inserted. This was 
now saturted with blood. Examination, on removal of the pack, 
showed a marginal attachment of the placenta, the os patulous 
and beginning to dilate, and the head presenting. The patient 
was quickly etherized and placed in the lithotomy position at the 
edge of the bed, her legs being held by Kelley’s leg holder. The 
castors were then removed from the bedstead. The side, to 
which the patient had been brought, was elevated and held so 
by means of two wooden bottomed chairs placed under the legs 
of that side. The plane of the patient’s body now made an angle 
of forty-five degrees from the floor and the axes of the pelvic 
planes were more nearly horizontal. The canal of the pelvis was 
easily accessible to manipulation. Gravity, by preventing the 
loss of blood and the escape of amniotic fluid, and by causing the 
fetus to settle to the fundus, facilitated turning as well as a 
speedy and safe delivery. The body of the patient was now 
steadied and supported by one of the physicians present. The 
vagina and external parts, as well as the anterior abdominal wall, 
were soon sterilized, the vagina and cervix carefully dilated, the 
head pusht to one side by a stroke of the fingers, and the mem- 
branes ruptured over one foot, which was seized -and brought 
down. The other followed, then the body and arms and finally, 
with the forefinger in the mouth, the head was rotated from the 
pelvic canal. The time occupied in the entire delivery was not 
over five minutes. The uterus contracted and a hand was kept 
firmly upon it. The cord was soon severed and, shortly after- 
wards, the placenta was expresst during a pain. The loss of 
blood during the whole operation was very slight, not an ounce. 
A very hot bichloride (1 to 5,000) douche still further stimulated 
the contractions of the uterus. After a short time the side of the 
bed was lowered and the mother and child were left as comforta- 
ble as after any natural labor. The simplicity of the method, the 
ease and facility with which the operation was performed, and 
the slight loss of blood were a cause of surprise, gratification, 
and pleasure to the physicians assisting, who had not seen the 
method mentioned or employed. A short time afterwards the 
surgeon met a fellow practitioner, who told him with great glee 
how he had just treated a case of placenta previa in the same 
manner and with the same happy result. When askt if he had 
seen the method spoken of in any text-book, he answered: “No.” 
When asked where he got the idea, he said: “From a friend.” 
This friend was present at the operation described. It is a mat- 
ter of surprise that our excellent text-books on obstetrics make 
no mention of this method, but it is not surprising that this sur- 
geon, accustomed to pelvic ‘surgery, should naturally adopt it, 
for he knew the great saving of blood which comes from eleva- 
tion of the hips, especially when veins are severed and that, in 
placenta previa, most of the bleeding comes from the venous sin- 
uses. He valued it highly in excisions of the rectum. He no 
longer closes the abdominal wound, when making use of Tren- 
delenburg’s position in doing an abdominal hysterectomy, with- 
out lowering the patient first to make sure that no hemorrhage 
would follow the change of position, for he has again and again 
been rewarded for his pains by seeing blood well up from some 
vein which allowed no drop of blood to escape when the hips 
were in the elevated position. In short, the principle of gravity 
as a blood saver was firmly fixt in his mind. This method is so 
commendable and so little employed that it seemed best to write 
this brief article as a hint to writers on obstetrics, and especially 
as a suggestion of great value to the many engaged in obstetrical 
operations. 


The Menstrual Function in Phthisis. 

Louisville Journal of Medicine and Surgery says: So far 
as we know, systematic investigation of this subject has not been 
Made before, hence Herbert’s article in the Southern California 
Practitioner, recording observations in 105 cases, is of more than 
passing interest. These show that in the course of the life pre- 
vious to the supposed commencement of phthisis, there was 
found a tendency to deficiency in the menses, the delay in men- 
struation in consumptive females, in general, may be accepted 
as being one or two years later than in healthy individuals. 
There is often a deficiency in amount or even in an occasional 
arrest of the menstrual flow. There is a distinct restriction as 
to its duration by one to three days, a change in color and a 


‘a failure much is to be hoped for from Paltauf’s solution; 


tendency to leucorrhea. As to the association of hemoptysis and 
menstruation, hemoptysis usually precedes the menstrual perviod 
by one to five days and seldom continues with menstruation, un- 
less the latter has been deficient. Sixty-six of the 105 cases had 
hemoptysis. Some of these cases are classt as “vicarious men- 
struation” from the lungs. It is urged that menstruation per 
uterum be obtainable in all cases of hemoptysis when possible. 


Leukocyte-Count in Gynecology. 

Dr. F. J. Taussig, of St. Louis, reviewing an article by Pan- 
kow, summarizes results as follows (St. Louis Medical Review): 
(1) In all inflammatory conditions of the adnexa where a leu- 
kocyte-count of over 10,000 has been repeatedly found, and other 
causes for such an increase can be excluded, the diagnosis of a 
purulent condition can be positively made. (2) Leukocyte-counts 
below 10,000 in chronic conditions do not permit one to exclude 
the possibility of pus. (3) In gynecological affections, the leu- 
kocyte-count is of even more diagnostic importance than the 
temperature curve. (4) In most cases of carcinoma uteri, there 
is no leukocytosis. The number of leukocytes is independent of 
the extent of the carcinomatous involvement. (5) Myomata are 
also without direct influence on the leukocyte-count. (6) After 
extensive operations there is almost invariably an increase of 
leukocytes, even if but temporary. This occurs just as well in 
the cases involving the evacuation of pus provided they be more 
than simple incisions. 


About Dysmenorrhea. 


Clark, of New Orleans, in an elaborate article on this sub- 
ject, reaches the following conclusions: (1) Dysmenorrhea is 
not a diagnosis, (no more so than is jaundice), and should be 
lookt upon as a local expression of some constitutional or pelvic 
disorder. (2) Dysmenorrhea is seemingly on the increase, and 
is developt in proportion to the strenuousness of the human-exist- 
ence. (3) The period of puberty should claim the attention of 
physician as a promising field for preventive gynecology, as it is 
at this impressionable period that the foundation for future suf- 
fering is laid. (4) It is the duty of medical men to urge the 
necessity of properly caring for the physical side of the school 
girl, not permitting the mental faculties to be trained at the 
expense of the physical side. (5) While we should be mindful 
of.the great value of surgery in the treatment of certain well 
defined, pathological conditions in the. pelvis, still there is a 
growing tendency to abuse its application in reference to dys- 
menorrhea, and as a whole the results obtained thru surgical in- 
tervention are nothing of which we can be proud. (6) A more 
careful study should be made in analysis of these cases with 
especial reference to the etiological facts, and too with especial 
reference to the value of the application of the general hygienic 
laws, electricity, massage, exercise, etc., in contradistinction to 
the reckless and loose surgical measures resorted to in their 
treatment. (7) Dilatation and curetting is of value in well de- 
fined cases, but as a routine procedure is woefully abused. (8) 
In the light of recent experience, “obstructive dysmenorrhea” is 
rare, and the mechanical side of dysmenorrhea is not lookt upon 
as an etiological factor with the same degree of frequency now 
as in the past. (6) There is a close dual relationship existing 
between the generative organs and the general health, and in the 
treatment of dysmenorrhea, this should be constantly remem- 
bered. (10) Dysmenorrhea offers a field for great work and 
thought; so it is the duty of our specialty to devote more study 
to just such problems, and by considering more exhaustively sub- 
jects of like character, there will be less talk of the possibility 
of the specialty being ultimately absorbed by the general sur- 
geon. 


Serum Treatment of Puerperal Sepsis. 

Medical Review of Reviews claims that while serum treat- 
ment of puerperal sepsis by use of Marmorek’s serum has proven 
and 
it quotes Pehan’s report from Chrobak’s clinic showing that Pal- 
tauf’s anti-streptococcus serum has shown an unmistakably bene- 
ficial action. It is derived from horses inoculated directly with 
fresh streptococcus cultures ferom puerperal processes and other 
severe streptococcus infection in man, with no passage thru ani- 
mals. Twenty-six cases of puerperal infection were injected with 
the Paltauf serum, and all those patients with pure streptococcus 
infection rapidly recovered, including one case of puerperal peri- 
tonitis. In the cases in which no benefit was apparent, bacter- 
iological investigation showed that the infection was due solely. 
to the colon bacillus or the pneumonia germ. 
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Hematometra in Undevelopt Uterine Cornu. 


Micholestsch (Medical Review of Reviews) reports an in- 
stance of this condition observed in a girl of 21 years. It is 
important to note that she had menstruated regularly, but only 
from her eighteenth year. For about twelve months she had 
been subject to pains in the left side of the abdomen, which 
grew worse during her periods. A cystic tuberous mass could 
be felt in the left iliac fossa descending deeply into the pelvis; 
it was firmly fixt. The uterus could not be defined. Three ad- 
hesions were discovered at the operation, when they were set 
free, a half uterus lying in the right of the pelvic cavity, and 
bearing a normal tube and ovary, came into view. The tumor 
was connected with the left side of this imperfect uterus by a 
short band of connective tissue. It was an undevelopt left cornu 
with highly hypertrophied walls and a cavity full of old, almost 
black, blood. It communicated with the cavity of an obstructed 
left tube, converted into a hematosalpinx, which was in contact 
with an ovarian cyst also filled with blood. 


Uniformity in Pelvic Measurements. 


A plea for uniformity in pelvic (and cranial) measurements 
is made by Dr. A. F. A. King in a paper which he summarizes 
thus: (1) That at present the measurements of the normal and 
pelvic fetal head are indefinite and unsettled, and must continue 
to be so, so long as they are determined by our present methods 
of menstruation. (2) The chief purpose in obtaining the nor- 
mal dimensions of these structures being for teaching and learn- 
ing the normal mechanism of labor, it is proposed to adopt an 
ideal or hypothetical head and pelvis, upon the dimensions of 
which all authorities may agree. (3) In the adoption of such 
ideal structures, it is unnecessary and undesirable to define any 
measurements with exact precision—no fraction smaller than 
one-fourth of an inch or than half a centimeter (in the metric sys- 
tem) being required. (4) Race variations forms no real ob- 
stacle to the proposed plan, and other apparent difficulties can 
be overcome. Finally, should the proposition meet with approval, 
it is suggested that American gynecologists should take the 
initiative in bringing the matter in proper form before some forth- 
coming international medical congress for general adoption. 


SURGICAL NOTES. 


Surgical Treatment of Torticollis. 


The best treatment for torticollis cannot prevent relapses in 
some cases, unless orthopedic after-treatment is continued for 
months. Relapses are common, especially in cases where in ad- 
dition to the muscle-contracture, a change exists in the conforma- 
tion of the cervical vertebra and intervertebral disks; upon this 
depend relapses in reality more than upon recontraction of the 
muscle. To make the long continued orthopedic treatment un- 
necessary and to prevent relapses, L. Wullstein (says Therapeutic 
Review) proposes after a resection on the affected side short- 
ening of the antagonistic sterno-cleido-mastoid muscle, which is 
usually very much overstretcht by the state of torticollis. He 
does this by duplication of the muscle and suture; from two to 
four inches are folded up and the portion of the muscle chosen 
which lies between its division below and the point of entrance 
of the spinal accessory nerve above. His results have been very 
satisfactory. 


Ethyl Chloride for Anesthesia. ‘ 


Dr. A. B. Craig, Assistant in Surgery at Jefferson Medical 
College, Philadelphia, has experimented largely with ethyl chlor. 
ide as a general anesthetic and concludes (American Medicine, 
Oct 1): (1) The use of ethyl chloride for purposes of general 
anesthesia has passt the experimental stage. (2) The position 
of the drug, so far as danger is concerned, has not as yet been 
definitely determined, tho taking all available statistics into ac- 
count, it can be reasonably assumed that it is safer than chloro: 
form, probably safer than ether. The future will, no doubt, ac- 
cord it a place somewhere between ether and nitrous oxide gas. 
(3) Only the pure preparation of the drug should be used for 
general narcosis. (4) The best method of administration is 
some form of the “open” method—either the Ware mask or the 
ordinary gauze compress, the former requiring a smaller amount 
of the drug. (5) Its use is especially indicated in young sub- 
jects. (6) It is not suited for prolonged operations, and as it 
does not produce complete muscular relaxation it cannot be espe- 
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cially recommended for the reduction of dislocations, and possi- 
bly of fractures, and for divulsion of the anal sphincter. (7) It 
is indicated in the various brief surgical procedures occurring in 
dispensary service of general surgery; in short operative meas- 
ures in gynecology; in a fairly wide field in obstetric practice; 
and in much of the operative work of the nose and throat 
specialist. 


Enterostomy in Peritonitis. 


Greenough (quoted by Therapeutic Review), says the obstruc- 
tion of the intestine in peritonitis is the result of a combination 
of causes. The most important is the suspension or paralysis 
of peristalsis. Paralysis of peristalsis is the result of inhibition 
from toxic paralysis, or from the paralysis of distension. Me- 
chanical causes, such as infiltration of the bowel with inflam- 
matory products (and light adhesions in certain cases) contribute 
to this paralysis. Pure mechanical obstruction the result of adhe- 
sions is the result of chronic or local peritonitis of at Jeast some 
days’ duration. snterostomy in addition to other operative meas- 
ures is indicated in the graver forms of diffused peritonitis. Its 
greatest advantage is the drainage of the gases and decomposing 
intestinal contents and the relief of the paralysis of peristalsis. 
By enterostomy the surgeon obtains direct control over the in- 
testine for lavage and for the introduction of stimulants, nourish- 
ment, fluids, and cathartics. For the relief of the paralysis of 
peristalsis primary enterostomy is to be preferred to the sec- 
ondary operation. Enterostomy is best performed by the use of 
the Mixter tube. The cecum is the most satisfactory part of the 
bowel for a primary enterostomy, and the jejunum is to be avoid- 
ed. Spontaneous closure of the fistula is to be expected when 
the cecum is opened, if the opening is kept below the level of the 
parietal peritoneum. By the systematic use of enterostomy in 
the graver forms of diffuse peritonitis the number of patients 
dying on the second, third and fourth days after operation is re- 
duced. The symptoms of visible peristalsis and spasmodic pain 
in intestinal obstruction indicate a mechanical cause for the ob- 
struction. The persistence of these symptoms unrelieved by ene- 
mata and cathartics is an indication for operation. Under these 
circumstances the cause of the obstruction should be removed if 
possible by operation. In advanced cases of obstruction of this 
form, enterostomy of the coil of intestine nearest above the ob- 
struction should be done. 


Simulated Intestinal Perforation. 


New York Medical Journal says, editorially: We recently 
commented on some cases in which certain French observers 
had met with symptoms apparently so indicative of intestinal 
perforation from typhoid fever as to lead to the performance of 
laparotomy, tho nothing but hyperemia was found. Dr. Robert 
Coleman, of New York (Medical News, August 6), speaks of a 
case in which gaseous distension of the stomach led to so strong 
a suspicion of perforation that the same operation was performed. 


The Treatment of Gastric Tetany. 


Cunningham (Annals of Surgery, April, 1904), says the medi- 
cal treatment of this condition gives a mortality of 80 per cent, 
while the surgical treatment gives but 37.5 per cent. The medi- 
cal treatment aims to evacuate the stomach and keep it empty to 
prevent the absorption of toxines from the organ and to improve 
its tone. Hot baths, ice to the spine and various sedatives are 
also employed. In all cases operated upon gastric dilatation with 
obstruction of the pylorus dependent upon some definite lesion 
was found. Hither gastroenterostomy, or pyloroplasty is indi- 
cated. 


Non-Surgical Treatment of Appendicitis. 


More and more conservative surgeons are coming to the 
belief that many cases of appendicitis should NOT be operated 
upon “as soon as the diagnosis is made”—but left until the ninth 
or tenth day when adhesions have formed—provided no urgent 
symptoms arise. Best goes farther and says that altho he be- 
lieves the majority of cases should be treated by removal of the 
appendix, there are many cases in which operation is neither 
feasible nor permissable. While Best disclaims any aversion to 
surgical interference in appendicitis, he answers very logically 
the sarcasm which some surgeons have hurled at those who still 
treat selected cases of appendicitis medically. Altho fully satis- 
fied that he has seen many lives saved by surgical interference, 
he says he is just as fully convinced that many lives have been 
sacrificed which would have recovered under medical treatment, 
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and he quotes the following sentence from Dennis, “the mortality 
of the simple operation is appalling in the hands of an inexperi- 
enced surgeon.” He himself knows of one surgeon (?) who oper- 
ated on nineteen consecutive cases: with nineteen deaths. Even 
in the hands of a competent surgeon it cannot be claimed that the 
operation for appendicitis is without death-rate. Precisely what 
the mortality is in either medical or surgical cases, it is very dif- 
ficult to decide. He estimates the mortality in the cases treated 
medically at between 10 and 15 per cent. The statement made 
by Dennis that the mortality under surgical treatment is 4 per 
cent he could not substantiate by any other authority or records, 
and he quotes the statistics of Fowler who, in 127 cases operated 
on within twenty-four hours showed a mortality of 17 per cent. 
The claim of Deaver that “the medical treatment of appendicitis 
is like Christian Science; patients never get well under medical 
treatment,” he meets with the simple statement which almost any 
physician will verify from his own experience, that cases do get 
well frequently without any sequelae or return of symptoms. He 
points out the advantages which the country practitioner who fre- 
quently does not have the opportunity to operate, has over the 
city surgeon, namely, that he is being forced to rely on medical 
treatment, he is better able to study the natural history of appen- 
dicitis and to judge of the comparative advantages than does the 
surgeon who removes the appendix before he knows what is go- 
ing to happen. In catarrhal cases Best employes a thoro evacua- 
tion of the bowels by the use of frequently repeated small doses 
of calomel followed by a saline cathartic or enema. To allay the 
pain small doses of the deodorized tincture of opium [half-grain 
doses of sulphate of codeine will be found better—Hditor] and 
hot or cold applications over the region of the appendix should be 
used. The diet should be very scanty. The bowels should be 
kept well open for which purpose he employs the following pre- 
ag which may be taken for a period of two to three 
months: 


Extract cascara sagrada fluid............. 8. 


Teaspoonful before each meal. 


In cases in which there is no pus formation, altho the abscess 
may rupture into the general peritoneum or in some other unde- 
sirable direction, in the vast majority of cases the contents are 
emptied into the intestinal canal and the patient recovers. In 
these cases it is desirable to keep the bowels open thru the entire 
course of the disease, and to control the pain by the use of opium 
and ice bags, which he thinks preferable to the hot applications 
over the region of the appendix. The internal administration of 
quinine and turpentine, if the case is septic, he regards as also 
advisable. 


Value of Cathode and Ultra-Violet Rays. 


In Medical News Dr. Rosweii Park, Professor of Surgery in 
the University of Buffalo, says that the rays afford methods of 
treatment for extremely new growths of limited area and super- 
ficial character, which, while not exactly certain, are extremely 
promising. They not only cause no pain, but tend to relieve 
pain, both superficial and deep, in a most pleasing and satisfac- 
tory way. They are adapted to cases which can hardly be sub- 
mitted to any other treatment, and they afford more hope in de- 
layed or inoperable cases than does any other method of treat- 
ment. It will be found that the odor of putrefaction may often 
be supprest by their use and the putrefying process itself checkt. 
Burns and intense dermatitis, so frequently noted when the treat- 
ment first came into vogue, may now be almost certainly avoided. 
More than this, they afford a supplementary method of treat- 
ment after operation, by which the benefits of the same may 
be enhanced and enlarged. It is not necessary to intermit such 
work as the patient may be engaged in, in order to carry out 
the x-ray or phototherapeutic method of treatment. ~ 


lodoform Glycerine Injections in Hydrops Intermittens. 


Wiesinger (Therapeutic Review) treated successfully a case 
of hydrops articuli involving both knee joints by injecting 10 
c. c. of a 10 per cent emulsion of iodoform in glycerine. The at- 
tacks had been coming on every 10 days for five years, lasting 
each time from 24 to 36 hours. No cause could be assigned for 
the condition. The knee joint was punctured and a quantity of 
sterile, straw-colored fluid drawn off. The injection was then 
made and no further attacks have occurred since. 


Treatment of Empyema With a Long Posterior Incision. 


Moty reports a case of tubercular empyema, treated in the 
following manner: Under cocaine anesthesia he made a five- 
inch incision three fingers’ breadth from the vertebral column, 
beginning at the lower angle of the scapula, and opened the 
abscess thru the widest interspace carrying his drains high up. 
The after-treatment was carried out with the man lying in the 
dorsal position. Camphor naphthol was employed as irrigating 
fluid; the drain was removed six weeks later and the wound 
cicatrised without delay. 


Primary Retroperitoneal Tumors. 


A most remarkable case of retroperitoneal growth is reported 
by Dr. Richard Douglas, of Nashville, Tenn., in Annals of Sur- 
gery. The patient was a woman of 31 who had previously en- 
joyed good health, with the exception of typhoid fever six years 
ago. Since 1891 she had suffered with frequent attacks of ab- 
dominal pains, accompanied with vomiting and obstinate constipa- 
tion. A markt swelling developt in the epigastric region, which 
grew perceptibly, distending the entire abdomen. Palpitation, 
difficult respiration and obstinave constipation were constant 
features, varied by severe attacks of vomiting, recurring at inter- 
vals of about ten days.’ When the abdomen was opened, the 
tumor had the appearance of an ovarian cyst. A trocar was 
introduced, but no fluid escaped. The tumor was found to lie 
retroperitoneally, encircied by the colon and its enucleation 
seemed feasible. The over-lying peritoneum was incised, the 
mass easily and quickly enucleated from its bed in the cellular 
tissue of the loin to the right of the spinal column. It had grown 
between the folds of the ascending mesocolon. The recovery 
was uneventful, and at the time of writing, four months after the 
operation, the patient was well. The removed tumor weighed 
14% pounds. The laboratory report showed it to be a lipomyxo- 
ma with a round-cell sarcomatous base. The types of the retro- 
peritoneal tumors all belong to the connective tissue. The inno- 
cent tumors are lipoma, myxoma and fibroma, and the malignant 
is sarcoma. They usually occur between the ages of 30 and 50. 
The surgical procedure when feasible is an enucleation of the 
tumor, but in doing this, one must bear in mind that the intestinal 
circulation may be cut off. Drainage should be provided and is 
usually best obtained’ thru the loin. 


Habitual Dislocation of Patella. 


Therapeutic Review quotes a report of two cases successfully 
operated on by Krogius, by this method: A curved incision was 
made on the outer side of the patella and the flap dissected in- 
wards, exposing the patella and the capsule of the joint. Along 
the outer side of the patella about 1 mm. from its edge an inci- 
sion was made from the tendon of the quadriceps to the liga- 
mentum patella cutting thru the vastus externus down to but not 
thru the synovial membrane of the joint. Along the inner border 
of the patella a strip of muscle-fibrous tissue about one inch 
broad, and as long as the outer cut, was raised, leaving the two 
ends attacht. This strip of tissue was displaced outward and 
sutured in the curved incision on the outer side of the patella 
and the gaping wound left on the inner side of the patella sutured. 


Artificial Respiration for Four Hours, With Recovery. 


Dr. H. H. Everett, of Lincoln, Neb., in Medical Record, re- 
ports a case operated upon for acute appendicitis. The patient 
was a man of twenty, and at the time of operation had a pulse 
of 130 and a temperature of 103 degrees F. Free pus was found 
in the abdomen, and a badly gangrenous appendix. The opera- 
tion was completed in the usual way and the abdomen flusht 
with hot salt solution when some respiratory embarrassment 
appeared. Ether was discontinued and 1-30 grain of strychnine 
ordered hypodermically and 30 minims of adrenalin chloride by 
the mouth. The respirations became slower and slower, and 
ceast within ten minutes. The pulse, just before giving the ad- 
renalin, was 120 and poor. Artificial respiration was instituted, 
the cyanosis became less markt and the pulse slowed to 96. The 
patient was put to bed and the artificial respiration continued for 
four hours and thirty minutes before any sign of returning respir- 
ation became apparent. It was then continued thirty minutes 
longer until respiration was establisht. Various medicines were 


tried: strychnine and atropine and salt solution, whiskey and 
black coffee by the rectum; lingual traction, Faradism and fla- 
gellation all proved valueless and dilatation of the sphincters 
caused no improvement. 


Dr. Everett thinks much of the credit 
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for saving the patient’s life is due to the adrenalin chloride, which 
was continued for a day after the operation in 10-minim doses 
every two hours. 


Foreign Bodies in the Eye. 

Sweet says that the size of a splinter of iron or steel and 
its approximate position in the eyeball should be known before 
an attempt is made to extract it by either the medium-sized or 
the giant magnet. The x-rays are the most certain method of 
diagnosis in injuries from all kinds of foreign bodies. The large 
and medium-sized steel magnets are of value in determining the 
presence of iron or steel, but negative findings cannot be ac- 
cepted as conclusive evidence of the absence of the metal in the 
eyeball. The Haab magnet is superior to all forms of smaller 
magnets in extracting iron or steel from the vitreous chamber 
by way of the anterior chamber, but the great power of the instru- 
ment requires that it shall be used with caution. When the body 
is to be extracted thru an opening in the sclera close to the 
previously determined position of the metal, the medium-sized 
magnets are shown by experiment to be as effective as the giant 
magnet. The entrance of the magnet point into the vitreous is 
harmful, and should never be attempted except when all other 
means of extraction have failed. 


Operative Cure of Cirrhotic Ascites. 

Jacobson (Cleveland Medical Journal) says the principa) 
cause of ascites in cirrhosis of the liver is the obstruction to the 
portal circulation. The percentage of cures or improvement fol- 
lowing the Talma-Morrison operation is about 49 per cent. The 
operation has been of benefit in cases of hypertrophic cirrhosis 
without ascites and promises some hope in cases of ascites due 
to cardiac as well as hepatic disease. For the success of the 
operation it is necessary that a sufficiently large number of nor- 
mal liver-cells be present. The operation should be performed 
early in the disease in anticipation of the ascites before serious 
complications have taken place. Simple scarification of the 
omentum and a corresponding area on the parietal peritoneum is 
sufficient to secure success, if well secured by catgut sutures. 
Scarification of the liver, gall-bladder and spleen is only rarely 
essential. The dietetic treatment of the patient should be con- 
tinued after the operation and alcohol in every form should be 
strictly avoided in the hope of stopping the destruction of liver- 
cells and the formation of cicatricial tissue. 


Tender Spine. 
Shadwell states, (New York, Medical Journal) that in many 
cases where the patients complain of pain in various regions of 
the body (pleurodynia, intercostal neuralgia, false angina, ovar- 
ian neuralgia, gastrodynia, etc., etc.), well markt tender spots 
can be found along the spine at the point of origin of the spinal 
nerves supplying the region of the body in which pain is com- 
plained of. By treating these tender spots on the spine, com- 
plete, immediate and permanent relief is the result. The writer 
cites ten illustrative cases, in which relief was obtained by the 
use of blisters, tincture of iodine, etc., applied along the spine. 
In this class of cases the patients never complain of pain in the 
spine, and will often protest against examination. 


New Operation for Curvature of Spine. 

A rather remarkable contribution to orthopedic surgery ap- 
pears in the Atlanta Journal-Record of Medicine, July and August, 
1904, from the pen of Dr. Michael Hoke, of Atlanta, Ga., Pro- 
fessor of Orthopedic Surgery in the Atlanta College of Physicians 
and Surgeors, in which there is a description of a new operative 
procedure for correction of long-standing lateral curvature of the 
spine. The treatment is thus summarized by Therapeutic Re- 
view: Exercise must be taken, in order to do away with all con- 
traction of ligaments, fascia and muscular resistance to flexi- 
bility and to build up the general health. All the movements of 
the trunk must be executed in the exercises, regardless of the 
influence of such exercises upon the rotation of the vertebra, 
flexibility being the sole object. The flattened side of the back 
must be operated upon by removal of enough ribs to permit the 
deformity to be -»»ver-corrected—so that side-forces (ribs) applied 
to the spine may be so weakened and the ribs made so flexible 
that the plane of the thorax beneath the shoulder may be changed 
to as near the normal as possible, the flat ribs recurved towards 
the normal and the resistance to rotation reduced or destroyed. 
Then a series of jackets must be applied, using the prominent 
side as a point at which to apply the pressure to obtain counter- 
rotation. These jackets are to be applied until the bony union 


in the ribs is perfectly firm. The curves in the ribs on the prom!- 
nent side must be restored by operation, by cutting out enough 
bone to shorten the deformed ribs to as near the normal as 
possible, in order to do away with the prominence and to restore 
the natural plane of the thorax beneath the shoulder. A series 
of corrective jackets must be appliei until the bony union is firm 
and all the correction possible obtained. After this a removable 
jacket is applied and daily exercises given. 


The Prevention of Tetanus. 


Eisendrath, of Chicago, (Journal of American Medical Asso- 
ciation, May 14, 1904), emphasizes the following points in the 
prophylactic treatment of tetanus: Early and thoro exposure of 
every portion of the wound which has been infected, retracting 
the edges, so that the disinfection and removal of the infected 
tissues can be done under the guidance of the eye. Prophylactic 
injections of tetanus antitoxine to aid the organism in combating 
whatever toxines may have been absorbed prior to the time of 
operation. This thoro disinfection can be carried out only un- 
der complete anesthesia, either local or general, and when the 
parts are rendered bloodless by the application of a constrictor. 
The blank cartridge itself does not contain tetanus bacilli, but 
undoubtedly carries them in while penetrating the skin. The in- 
struments which cause punctured wounds are either covered with 
tetanus bacilli or the manure of horses, etc., and are thus car- 
ried into the wound. Our only hope in reducing the high mor- 
tality of tetanus is in a thoro application of such radical measures 
as those described. 


Contraction of the Neck of the Bladder. 


Youmans reports (New York Medical Journal) three cases 
of contraction of the neck of the bladder. The symptoms of this 
condition are often obscure. The most suggestive symptoms are: 
Pain; frequency and urgency of urination—more especially at 
night; difficult urination; dribbling from irritation or overflow. 
In chronic cases the force of the stream is diminisht and in 
many instances complete retention occurs. Examination per rec- 
tum reveals nothing peculiar to the condition. Since the caliber 
of the contraction corresponds closely to that of the urethra, 
its pressure cannot be detected by the passage of a good-sized 
sound. A cystoscopic view of the bladder should be taken when- 
ever possible. The symptoms of contraction oftentimes resemble 
those of stone in the bladder, altho these conditions may co-exist. 
Treatment consists, first, in removal of the primary cause. In 
the milder grades, rupturing the fibres with the finger, introduced 
thru a perineal incision, usually suffices. In chronic cases it is 
impossible to do this, and it therefore becomes necessary to di- 
vide the contraction with a knife or with the galvano-cautery, 
introduced thru a perineal incision. It is important to make the 
division in the median line and on the posterior border of the 
vesical orifice. In cases in which the Bottini instrument can 
be introduced, it may be employed. The author, however, pre- 
fers Wishard’s incisor. 


Formalin for Inoperable Cancer. 

Dr. Seneca Powell, Professor of Surgery in the New York 
Post-Graduate Medical School, recommends the following for 
inoperable cancer: Absorbent lint is soakt in 2 per cent formalin 
solution (commercial formalin one part, distilled water nineteen 
parts) and laid on the tumor. This is covered with jaconet and 
cotton wool and bandaged on. The dressing should be changed 
every six hours. After the third or fourth dressing the dis- 
charges and fetor cease. The further process is an aseptic one. 
In from three to seven days the tumor loses its elasticity, and 
becomes darkened, friable and insensitive. The further use of 
formalin is painless, and separation takes place, which should be 
aided by snipping the fibrous bands that pass into the underlying 
granulations. Less than a 2 per cent strength of solution will not 
properly harden the tumor mass, and if that percentage is ex- 
ceeded, the application is painful, the diseased mass becomes sur- 
face-hardened, separation is difficult, and there is a risk of 
eschars. By the Powell method no local or general anesthetics 
are required. 


Leukocyte-Count in Appendicitis. 

That the leukocyte-count is of only relative value in deter- 
mining the progress toward suppuration in appendicitis is main- 
tained by Dr. Pinckney French, Professor of Surgery in Barnes 
University, St. Louis. After a careful investigation he concludes 
that the value of leukocytosis in relegating a given case of ap- 
pendicitis to its proper group, and in deciding whether an opera- 
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‘tion should be performed or not, is apt to be over-rated. Its 
value, judged from his present cases, is even less than that de- 
duced by other recent observers from the figures they have 
found. Many cases with 20,000 leukocytes have resolved spon- 
taneously; many with 15,000 or less have had pus present. At 
the same time leukocyte-counts have afforded valuable evidence 
in certain cases. In no case where the leukocytes have reacht 
35,000 has pus been present. A rising count is of more impor- 
tance than is the absolute number. Above all, leukocytosis is to 
be regarded as but one clinical sign among many. By itself it 
may mislead, but taken in conjunction with the pulse rate, the 
temperature, and the general condition of the patient it is an addi- 
tional sign which may be most valuable in the diagnosis of a 
difficult case. 


Fracture of Neck of Femur. 

American Medicine quotes Dr. Royal Whitman, of New York, 
as saying we may include under fracture of the neck of the femur 
in early life three classes of cases: (1) Simple direct fracture 
of the neck, usually incomplete, occasionally complete. (2) Di- 
rect epiphyseal disjunction, usually incomplete, rarely complete. 
(3) An indefinite class, in which the deformity is at or near the 
epiphyseal junction. Of classes one and two, 30 cases have 
come under Whitman’s observatign, 5 being classiified as epi- 
physeal disjunction; of these the youngest was 13 and the oldest 
16. Of the 25 cases of actual fracture of the neck, 20 were un- 
der 10 years. The third class is usually included, coxa vera, 
and of these, 63 cases have been treated by the author. The 
object of Whitman’s paper is to call attention to the two forms 
of fracture of the neck of the femur, of which an accurate diag- 
nosis may have an important influence upon treatment. Simple 
fracture should be treated by fixation at the limit of normal ab- 
‘duction, an attitude which implies restoration of the depresst 
neck to its normal position. Partial epiphyseal separation should 
be treated by direct operative reposition of the head. Excision, 
which is at present in such favor with German surgeons, should 
be an operation of necessity rather than of choice. 


Water Anesthesia in Rectal Surgery. 

At this year’s meeting of the American Proctologic Society, 
Dr. S. G. Gant, Professor of Rectal Surgery in the New York 
Post-Graduate Medical School, read a paper in which he declared 
that the hospital, general anesthesia, and confinement to bed con- 
stitute a routine which as applied to rectal diseases is both un- 
necessary and unjustifiable in most instances. For several years 
he has been seeking a means to overcome these disadvantages. 
After trying the various agents for producing local anesthesia, he 
has abandoned them one after another because of toxic effects, 
hemorrhage, pain, or non-effectiveness. Finally he concluded that 
the anesthetic effect of these agents is due rather to pressure 
of the water of the solution employed than to the drugs, and was 
lead to try sterile water alone. This gave him the happiest re- 
sults. He reported 320 cases operated upon by this method, 
which included practically every variety of rectal disease amena- 
ble to operative treatment. The results have been so gratifying 
that he heartily recommended that the method be given a trial by 
other surgeons. 

Three Successes in Typhoid Perforation. 

American Medicine says that in a recent case-report, Dr. C. 
A. Elsberg, of New York City, reports four operated cases in de- 
tail, and mentions eleven others which he has observed with 
other surgeons, making a total of fifteen. The only symptoms re- 
ferable to the perforation, per se, were sudden abdominal pain 
and free gas in the peritoneal cavity. The latter is somewhat 
difficult to demonstrate, but was elicited before operation in five 
of the fifteen cases. In the large majority of cases the diagnosis 
of perforation is made from the symptoms of an affection of the 
peritoneum which has been caused by the perforation and not 
from any symptoms concomitant with and caused by the perfora- 
tive process. Collapse does not occur as often as one would ex- 
pect. Thus of the fifteen cases that form the basis of this paper, 
only four were in collapse when the diagnosis of perforation was 
considered sufficiently certain to indicate operative interference. 
When the symptoms have been of at least twelve hours’ duration 
and the signs and symptoms point more to a perforation than to 
énything else, operation is a justifiable one. The author prefers 
a general anesthetic to a local one, believing the former produces 
less shock. Three of the four patients operated on recovered. 
Operation was performed in no instance in which the perforatio: 
was not found. . 


Recognition of Gall-Bladder Disease. 


At the late meeting of the American Medical Association, Dr. 
Parker Syms, of New York, said that one of every ten adults has 


gall-stones, and that 5 per cent of these suffer from symptoms. 
Today the diseases of the gall-bladder and bile ducts belong to 
the surgeon as much as does appendicitis. The pathologic condi- 
tions which give rise to symptoms are: (1) Inflammation with or 
without the presence of stones; (2) stones, with or without ac- 
companying inflammation; (3) inflammation of the regions 
around the bile passages; (4) neoplasms of the biliary passages, 
with or without the presence of gall-stones. Pain is usually 
colicky in type, of sudden onset, and more apt to occur when 
the stomach is empty. Tenderness is present just below the free 
border of the ribs or at Mayo Robson’s point—the junction of the 
lower two-thirds with the upper third of a line from the umbili- 
cus to the ninth costal cartilage. Fever and chills are common, 
the temperature chart exhibiting a seriss of angles rather than 
curves. There may be the subsidence of all symptoms when 
gangrene occurs and before sepsis follows; this is a dangerous 
condition. Vomiting is usually reflex and independent of rausea. 
It may dislodge the stone. The pulse is accelerated and the ten- 
sion increast. Collapse is frequent in severe cases, and may 
obscure the diagnosis. Tumor may be felt when there is obstruc- 
tion of the biliary passages and accumulation of bile; it is pyri- 
form, fluctuating, and may be tender. In some cases the crepitus 
of stones may be detected. Jaundice may be present or absent, 
slight or markt, continuous or intermittent; it is dependent on 
obstructive causes, and one should not hesitate to make a diagno- 
sis when it is absent. The principal feature of the urine is the 
presence or absence of bile, and of the blood the preser~ of leu- 
kocytosis. The stools may contain bile, but its abse- . - 1s signifi- 
cant. The Roentgen ray diagnosis of gall-stones aas thus far 
been rather unsatisfactory. While positive findings are of great 
value, negative results are of but little importance. The differ- 
ential diagnosis may be made between gall-bladder disease and 
gastric ulcer, appendicitis, renal colic, engina pectoris, acute pan- 
creatitis and portal phlebitis. The diagnosis from cancer of the 
neighboring organs can often be made only by exploratory in- 
cision. A point regarding appendicitis and gall-bladder disease is, 
that at the same period of the attack the patient suffers from the 
latter is in better condition than one having appendicitis. For 
special diagnosis of gall-bladder disease, Syms considers the chart 
given by Brewer as the most accurate epitome. 


Treatment of Club-Foot in Infancy. 

Sands, of New York, advocates the following method: Apply 
a piece of felt to both the inner and cuter borders of the foot, 
extending it over the malleoli, taking special care to protect the 
metacarpophalangeal joint of the big toe. Then apply two thick- 
nesses of canton flannel to foot and leg. Next plaster is applied 
also up to the tuberosity of the tibia. This will prevent the leg 
from moving in the plaster cast, and give a better leverage when 
the twisting process is begun. Care should be had to have the 
toes held in their natural relation to each other. The plaster 
should extend well over the toes, but their ends should be ex- 
posed. While waiting for the plaster to set, grasp the leg with 
one hand, holding it firmly on the table, and with the other hand 
press on the plantar surface with a board; this serves the pur- 
pose of overcoming some of the deformity, and gives a flat sur- 
face on which the child can walk better. When ready to begin 
the redressment, cut out a wedge-shaped piece of plaster on the 
outer border of the foot over the most prominent part of the 
deformity, for here the great pressure is needed; then connect 
the upper and lower angles of this cut by cutting a line thru 
the plaster entirely around the foot. Care should be taken not to 
allow this cut around the foot to be near enough to the heel to 
allow the front part of the foot to move in the dressing when 
the foot is twisted, for then the object in view would be defeated. 
The plaster cast is now in two pieces, each fixt to the foot. By 
grasping the leg with one hand and the foot with the other, it 
takes but little force with this leverage to bring the opposite ends 
of the wedge-shaped cut into apposition, which correct a certain 
amount of the deformity. While an assistant holds the parts in 
a position of their new relation to one another, they are fixt there 
by a wet plaster bandage applied around the foot and ankle in a 
figure of eight, care being taken to fill in the gap made by the 
linear incision on the inner side of the foot. This third plaster 
bandage, being applied over the dry cast, can be easily peeled off 
at the next sitting; then make the wedge larger and repeat the 
dressing as before. This can be repeated three or four times, 
when it will become necessary to apply a new bandage. The 
number of sittings will have to be regulated by circumstances, 
pain, etc. The twisting should be done about three times a week, 
until the foot is in a normal position, then once a week until 
the desired over-correction is obtained; then the permanent 
dressing is applied. The condition of varus should first be cor- 


rected, and then the equinus should be overcome by making the 
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wedge incision over the dorsum of the foot, and proceeding as be- 
fore. As a rule, it might be said that the foot should be kept in 
a permanent dressing for at least six months after the child be- 
gins to walk. After the dressing is left off a close watch should 
be kept on the patient, and just as soon as it is discovered that 
there is a tendency to relapse, the foot should at once be put up 
in plaster again, or, in whatever retentive apparatus may “be 
selected. 


Suprascrotal Operation for Varicocele. 

Potter, in New York Medical Journal, says that the indica- 
tions for operation in varicocele are: 1. Very large varicocele 
causing perceptible deformity. 2. Pain in the tumor or obsti- 
nate reflex neuralgia. 3. Aberration of the sexual function. 4. 
Severe and obstinate dermic lesions of the scrotum. 5. Interfer- 
ence with the patient’s occupation. 6. Atrophy of the affected 
testis. 7. Disease of the opposite testis. 8. Psychopathic symp- 
toms. 9. Desire to enter public service, military, naval or civil. 
10. Double varicocele, involving danger of serious impairment of 
the sexual function. 11. Varicocele complicating hernia or 
hydrocele. 12. Rapid increase in size. The operations per- 
formed for varicocele are varied and numerous. Among some of 
the more common ones may be named the following: Excision 
of the scrotum; compression of the veins by pins and wires; 
subcutaneous ligature; Ricord’s method of tying the veins; Rig- 
naud’s method of exposure and excision when the operation is 
performed thru the scrotal tissue. The operation which the au- 
thor recommends is as follows: The incision begins at the ex- 
ternal abdominal ring and proceeds downward for about one inch 
and a half, directly over the course of the cord, ending just above 
the scrotal tissue. The tissues are divided down to the cord, 
then the cord, the vas, artery, nerves and pampiniform plexus are 
drawn thru the incision, and the vas and nerve separated, the 
veins, artery and connective tissue ligated above and below, and 
the intervening portion removed. The ligatures are left long, 
then a ligature is passt thru the stumps and tied, which brings the 
two stumps in perfect apposition. Then the remaining long ends 
of the ligatures are tied, which brings the point of contact in per- 
fect end to end apposition and acts as a natural suspensory for 
the previously dragging testis. The cord is then returned and the 
external wound closed. The advantages of this operation over 
others thus far noted are: 1. The incision is made above the 
scrotal tissue, thereby permitting a far neater dissection and less 
manipulation of the parts, with the resultant dangers of oozing 
reduced to the minimum. 2. The relations are more easily dis- 
covered, which renders the operation possible in about one-half 
the time of the open scrotal operation. 3. A better application 
of the dressings is possible in this position than can possibly be 
obtained in the operation on the scrotum, thereby reducing to a 
minimum all danger of infection occurring thru displacement of 
the dressings. The principal dangers to be encountered in the 
varicocele operation are scrotal hematocele, phlebitis and septic 
infection. Thrombosis and embolism are remote possibilities. 


Fractures of (ne Vertebrae. 

This subject is discusst in Annals of Surgery (Sept., 1903) 
by Dr. John E. Owens, professor of surgery in Northwestern 
University, Chicago. He reviews the reports of thirty-nine cases 
of spinal surgery, treated in various ways; some by immediate 
operation, exploratory in character, others by late operation, and 
still others without operation. The symptoms and diagnoses are 
fully considered and compared, and the following conclusions 
drawn: (1) Laminectomy is superior to a simple reduction of 
the deformity, since, in fractures of the arches, reduction has no 
certain effect upon isolated fragments, and reduction alone has 
hastened death. (2) Reduction may be more rational when ef- 
fected thru the open wound of laminectomy. (3) Simple reduc- 
tion is useless where there are clots or adhesions sufficient in 
themselves to account for the spinal disturbance. (4) In cases 
of cervical luxation without fracture, simple reduction has given 
good results. (5) It is possible to still further improve the 
prognosis of reduction in single cervical luxations by making the 
reduction with the arches exposed and employing silver-wire 
suture of the processes to prevent relapse. In consideration 
of the distressing prognosis in lesions of the cervical region, an 
operation appears strongly indicated. Degeneration is observed 
whenever the ntiarrowing factor is not removed. The treatment 
of vertebral fractures without operation offers a chance of suc- 
cess only where there exists little or no disturbance of the spinal 
cord, such as paralysis of a single group of muscles, one-sided 
paralysis, or partial disturbances of sensibility, etc. In all cases 
where the usual assemblage of symptoms indicates a severe alter- 
ation of the cord, only prompt operations directly afford the best 
chances of securing improvement or cure. While the operation 


is essentially experimental and its results problematical, the 
striking cures accomplisht within recent years should spur us 
on to the performance of an operation. 


Subastragaloid Dislocation. 

Dr. L. C. Bosher, Professor of Practice of Surgery in the 
Medical College of Virginia, Richmond, in Charlotte Medical Jour- 
nal, says: In subastragaloid dislocation the astragalus remains 
in situ in the tibio-fibular mortise, but the other bones of the 
tarsus are displaced from it. This displacement may occur either 
in a backward, forward or lateral direction. The backwara is the 
commonest form. More or less lateral displacement is usually 
observed in backward dislocations, the foot being displaced eith- 
er backwards and outwards, or backwards and inwards, from 
the astragalus. In the case of a young man (age 19 years) he 
received his injury while horseback riding, the horse slipping 
and falling, caught the foot of the patient beneath him; in at- 
tempting to liberate his imprisoned foot he sustained a severe 
wrench that caused the dislocation. Shortly after the accident, 
and about twenty-four hours before he came under my surgical 
care at the Memorial Hospital, under an anesthetic, an unsuccess- 
ful attempt was made by his family physician to reduce the dislo- 
cation. Upon admission to the hospital, the patient was found 
to be suffering from great pain and swelling of the foot and 
ankle. The foot was everted and the sole directed outwards. 
On the inner side of the foot the rounded head of the astraga- 
lus, with the skin stretcht tightly over it, could be plainly made 
out. The inner malleolus was quite prominent, a depression 
marking the location of the external malleolus. The foot was 
freely moveable at the ankle, and the deformity presented an ap- 
pearance not unlike that seen in a case of Pott’s fracture. To 
add to the similarity some crepitus could also be made out. It 
seemed to be a dislocation of the astragalus with a complication 
of fracture of the external malleolus to contend with, but this 
mistake could have been avoided if the relation of the malleoli 
to the astragalus had been noted as unaltered and that there 
was “no shortening from approximation of the os calcis to the 
tibio-fibular arch, as there is in complete dislocation of the astra- 
galus.” After the patient was anesthetized a number of attempts 
were made by extension and counter-extension, aided by various 
manipulations, to reduce the dislocation, but unsuccessfully. A 
tenotomy of the tendo Achilles was then performed with the 
hope of being able to correct the deformity, but this measure 
also failed. An open aseptic operation was then determined upon 
as offering the best chance for a successful result. A three-inch 
skin incision commencing just above the tip of the inner mal- 
leolus and extending downwards and joined by an inch traverse 
incision about midway, exposed the displaced bone and injured 
tissues nicely. The dislocation was found to be incomplete as 
to the articulation of the head of the astragalus with the scaph- 
hoid but incomplete as regards the astragalo-calcanean joint, 
The ligaments binding the bone together were badly lacerated. 
The head of the astragalus was seen to be displaced inwards and 
the under surface of its neck had become lockt against the sharp 
posterior-superior border of the scaphoid while the tendon of 
the tibialis anticus had become hitcht around the neck of the 
bone—this displaced position of the tendon explaining the un- 
successful result that followed an attempt at reduction by ex- 
tension and manipulation before the incision was made. The ex- 
tremity of the external malleolus was fractured and some small 
fragments were chipt off from the posterior surface of the astra- 
galus, while the periosteum was partially detacht from the inter- 
nal malleolus. Lifting the tendon with the handle of the scalpel 
and making extension upon the foot was followed by a prompt 
slipping of the displaced bone into its normal position. After 
suturing the torn sheath of the tendon, removing some fragments 
of broken bone, reducing the fractured external malleolus, and 
cleaning the cavity with an antiseptic solution, the wound was 
brought together with catgut sutures, a small opening being left 
at the bottom of the wound for the insertion of a small gauze 
drain. The foot, ankle and leg were encased in plaster-of-paris 
dressing, and a window made in the cast over the wound. The 
drain was removed in a few days and healing promptly followed 
without suppuration. The cast was allowed to remain on for 
about six weeks, and as the articulation of the astragalus with 
the malleoli had not been interfered with, no anchylosis oc- 
curred, but good motion at the ankle followed; the patient, when 
last seen was using his foot with ease and comfort. Cases of 
subastragaloid dislocation failing to be reduced by extension and 
manipulation, or by tetonomy, or by open operation, and, espe- 
cially, if the dislocation be compound, are to be treated by ex- 
cision of the bone under antiseptic precautions, just as would be 
called for in cases of irreducible dislocation of the astragalus. 
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Is daily making converts among puysi- 
cians for its wonderful work in 


Inflammatory and Con- 
tagious Diseases of the 
Alimentary Canal. 


It is the rational treatment in Gastric and Intestinal Disorders, such as 
ia, Gastritis, 
Gastric Ulcer and all 
Contagious and Inflam- Prepared only by 
matory Diseases of the 
Stomach and Intestines. 
Full particulars with cline 
cal reports on cases—in my 
book The Therapeutical 
Applications of Hydrozone 
Seven. 


Chemist and Graduate of the * Ecole Centrale des 
Arts et Manufactures de Paris" (France) 


request. 57-59 Prince Street, New York 


Dr. Price’s Cream 
Baking Powder is made 
from cream of tartar, a pro- 


duct of grape, and the most 
ABSOLUTELY PURE AND WHOLESOME, healthful of all fruit acids, 


Dr. Price’s Baking Powder raises the bread without fermentation, and 
without affecting or changing the constituents of the flour. 


Fresh bread, cake, biscuit, griddlecakes, etc., raised with Dr. Price’s Bak- 
ing Powder, may be eaten by persons of dyspeptic tendencies or the most sensitive 
stomachs without distressing results, 


Food for the sick requiring to be leavened is made more nutritious and 
healthful by the use of this leavening agent than by yeast or other baking powder. 


NOTE—Cheap and imitation baking powders are recommended and their sale pushed by certain gga because of the greater profit in them. 
These imitation powders almost invariably are made of alum. Alum costs but two cents a pound, while cream of tartar costs over thirty cente. 
Alum is employed simply because it is cheap, but every physician knows that the use of this corrosive poison in food is at the cost of health. 
Think of nursing mothers, delicste girls an sickly children being fed cu food made with alum! 
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CUTS BRONCHITIS SHORT. Allays aggravating 


Coughs of Phthisis. 
Viscid Mucus. 


tonic. 
only to Physicians; 


It eliminates the cause of Mucous Inflammation. 


Fitchmul combines the active principles of fir balsam, Venice turpentine, chloric ether, and a minute quantity of 
dilute hydrocyanic acid, tartar emetic, and aromatics. It is an excellent vehicle for ergot, codein, heroin, quinine, 
thiocol, creosote, guaiacol, morphine, etc., although it alone obtains the most satisfactory results. 


Checks persistent Coughs following La Grippe. 
Trustworthy in Broncho-Pneumonia. 


Expels Purulent and loosens 


Splendid in all inflammations of Mucous Membranes. 
Fitchmul does not suppress or depress. 


It is 
Offered 


It is not narcotic. 


Carried in stock by Prescription Druggists. 
Easily obtainable from any jobber. 


Recent Clinical Reports and Physicians’ Samples Free. 
THE FITCHMUL CoO., Concord, N. H. 


The Complete Therapy 
of Iodine Attained With- 


out Gastric Irritation 


or Other Disturbance 


PHYSICIANS who were at first skeptical are now ac- 
cepting Soluble Iodine (Burnham’s) as the best 
Sorm extant of administering iodine, and as a perfect suc- 
cedaneum for Potassium Iodide in all its uses. 

When taken into the system the disintegration of the 
product is so complete, and the general distribution 
through the whole system so thorough, that urinary 
tests fail to disclose a trace of iodine, unless excessive doses 
are given. 


No alkaline salts or acids are used in its manufacture, 


and it is also available hypodermically. 
WRITE FOR CLINICAL REPORTS AND SAMPLE 


BURNHAM SOLUBLE IODINE CO. 
BOSTON, MASS. 


CALICOLO 


The Positive Treatment For 


CONSUMPTION 


AT THE SAME TIME THE 
GREAT TISSUE BUILDER 


With CALICOLO one is always ready for any 
condition in CONSUMPTION. It is applicable to 
all stages, in all localities and at all times—modified 
as directed on each bottle. You can order it on your 
first visit. It will stop chills in two days, relieve 
distressing night cough as nothing else does, without 
chloral, opium, etc. Contains no sugar. Corrects 
sour stomach and distension by gas at once. Changes 
the urine to normal ina few days. Hair and nails 
grow rapidly. Appetite i improves rapidly. No dis- 
tress from CALICOLO at any time or disturbance of 
any function. Printed matter, etc., on application. 
Regular size bottle, $2.00, delivered, or Wholesale 
Druggists supply the trade. 


THE BUTLER POSITIVE TREATMENT CO., 
General Offices, SAN DIEGO, CAL. 
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; NOTES AND ITEMS. 


SOME NEW OPERATIONS. 


Until now I have thought that “Lanphear’s operation”— 
curettage of the bronchial tubes and packing with iodoform gauze 
for acute bronchitis—was the height of human ingenuity; but I 
am eclipst! In the August issue of the Journal of Medicine and 
Science, Dr. Arthur F. Sumner, of Concord, N. H., describes three 
new procedures, thus: “The discovery of radium has allowed 
me to complete my experiments with artificial eyes with the idea 
of making them as useful as a living eye. This has been long a 
cherisht hope of the unfortunate patient who loses an eye. I can 
now present the accomplisht thing. ‘I'he joy that is to follow this 
discovery is thriving. This is the way such an eye can be con- 
structed: A glass eye is put together exactly like a live eye, 
having the same length and refractive index. The macula-region, 
however, is replaced by a piece of radium. This receives the 
focus of the light rays. When the eye is inserted into the orbit 
the radium comes in contact with the stump of the optic nerve. 
The light rays are transformed by the radium into nerve impulses 
and the result is perfect vision. I have three patients wearing 
these radio-visionary eyes. They report extraordinary vision, 
and what is more, such an eye acts both as a microscope and a 
telescope, due to some strange power of radium. The eye has to 
be removed at night, as all objects become visible in the dark and 
prevent sleep. The present cost of radium prevents their being 
wholesaled by opticians. They expect to control the business 
later on when a good substitute is found. * * * Chronic sup- 
puration of the middle ear has long been the bete noir of the ear 
sharps. It need be no longer. The radical operation will not 
now be necessary, for a safe scientific way has been demon- 
strated by me that cures this dangerous and intractable condi- 
tion. The principle lies in the great attraction that bouilion has 
for the pyogenic organisms. I have constructed a force pump 
that forces the bouillon thru the external canal into the tym- 
panum and thru the antrum into all of the mastoid cells. This 
is the diseased area and is completely filled. The pyogenic 
germs hastily leave the diseased tissues and plunge bodily into 
this new, rich source of nourishment. After a moment the liquid 
is withdrawn bringing all the cocci with it, leaving the former 
infected area clean, sterile and ready for healing. * * * In 
examining a skuil recently, I was impelled to a new discovery in 
mental activities. The thin cribriform plate of the ethmoid, with 
its many perforations invited attention, and my natural intuition 
with natural processes led me to seize the truth of a new prin- 
ciple. I had been reading of the N-rays of Blaudlot. The emana- 
tions of this form of radio-activity arise from nerve action in ani- 
mals, and is designated by some as animal radiation. I connected 
these two observations and reacht the conclusion that our mental 
activities are constantly escaping by radiation thru our nose into 
space. The problem arising from this view was how to collect 
and reproduce these emanations for a practical purpose. The 
solution was simpie. The wax cylinder of a talking machine was 
vivified by thorium and placed in a proper position to receive the 
ideas escaping thru the ethmoid. It was then placed upon a talk- 
ing machine, where the ideas were reproduced in language. If 
the person is thinking in English, the reproduction will be in the 
same language. I am now at work perfecting translating ma- 
chines, whereby the one idea can be translated into various lan- 
guages at once.” Write a book, Sumner, write a book; then 
thine enemies may abuse thee! 


CACODYLIC MEDICATION WITH WOMEN. 


One of the most interesting points in the communication of 
Professor Gautier to the Academy of Medicine, was that which 
proved the close relation existing between the presence of arsenic 
in the organism, and the menstrual function. Indeed, while no- 
ticing that under the influence of cacodylate of soda the hair of 
women was becoming more abundant—which is a direct conse- 
quence of the exciting action of arsenic on the epidermic ap- 
pendixes—he noticed also less irregularities in the menstrual 
strual blood always contains arsenic (o milligr 28), while the com- 
mon blood does not contain any. This role of arsenic in the 


| capital manifestation of woman life was well set forth by M. 


Gautier in the following lines: 

“Thus arsenic and iodine are normally eliminated each month 
with the menses, and this flow has for its origin and purpose 4 
sort of depletion of the vital portions of the economy which are 
rich in phosphorus, and more especially of those which are elab- 
crated by the thyroid. After having been elaborated in the 
thyroid, the particular nucleo-proteids formed in that gland are at 
all times carried away in the lymphatics and deposited in the 
blood, to perform there the part of excitants of vitality, and of 
cell reproduction. These thyroidian proteids nourish the skin and 
its appendices, which are always arsenical. But each month 
their surplus passes out with the menses, except in case of preg- . 
nancy, when the globulines and the thyroidian nucleo-proteids are 
utilized by the body of the new being, which needs phosphorus, 
iodine and arsenic of such exceedingly plastic form.” 

It will not be surprising, that among the first results ob- 
tained with cacodylate of soda in the treatment of pulmonary 
tuberculosis, the phenomenon of more abundant and more regu- 
lar menstruation appears. It is known that irregularity, dimuni- 
tion and even disappearance of the flow are frequent symptoms 
of the effects of tuberculosis. 

M. Jalaguier reports in his thesis some interesting observa- 
tions on this subject. For one, he mentions the case of a girl of 
fifteen years, with incipient tuberculosis, who had not seen her 
turns for three months. A little more than one month after the 
treatment they reappeared. 

Another case is that of a girl of sixteen, ill of tuberculosis of 
the second stage, who had not seen her menses but a single time 
since her fifteenth year. Under the influence of the treatment, 
the development of the mammary glands was brought about, her 
menses appeared in sufficient volume, reappearing every twenty- 
four to twenty-five days. 

A third observation was the case of a girl of sixteen suffer- 
ing from chloro-anemia, in which a menstrual period of three 
weeks was better regulated. These facts of chloro-anemia so for- 
tunately influenced by the cacodylic medication, added to the 
known fact that the blood of menses anemic, leucorrheic and dis- 
colored, does not contain arsenic, ought to cause the same ques- 
tion to be of importance in that disease which concerns the 
chloro-anemic essential, chlorosis. 


TYREE’S ANTISEPTIC POWDER. 

For leucorrhea, gonorrhea, vaginitis, pruritus and ulcerated 
conditions of the mucous membrane, one to two teaspoonfuls to a 
pint of water three or four times a day. For scrofulous, syphili- 
tic and varicose ulcers, apply the powder full strength or dilute 
with boracic acid. As an ointment, use from one to three 
drachms to one ounce of petroleum. For spraying the nose and 
throat, from twenty-five to one hundred grains to one pint of 
water (dissolves immediately). For immediate deodorizing and 
disinfecting, sprinkle the powder direct from the object affected; 
the results will be instantaneous. For prickly heat, poison oak, 
squamous eczema and other conditions of a similar nature, use 
one or two teaspoonfuls to a pint of water (has proven very serv- 
iceable for these conditions). As a deodorant and prophylactic 
in dental work, use one or two teaspoonfuls to a pint of water. 
For disinfecting offensive cavities, fill them with the powder. 
For profuse and offensive perspiration, swelling, soreness and 
burning of the body and feet, use full strength or diluted with 
water. As a delightful toilet preparaticn after the bath and shav- 
ing, from one to two teaspoonfuls to a pint of water. The price ‘s 
practically nothing. Ten cents’ worth will make one gallon of 
standard solution. 


DIFFERENT KINDS OF LEAD. 

It was not long since the young women in the cataloguing de- 
partment of the Astor Library were laughing at a beginner there 
who catalogued Greek roots under “botany.” But some of the 
mistakes made by beginners elsewhere are-just as amusing. Many 
years ago a young woman who had not yet learned all the in- 
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tricacies of her work was cataloguing a set of works under “mill,” | ear. This trouble was so bad that the patient could not hear a 
So she wrote: watch tick when placed against the ear on the right side. The 
“Mill on Liberty.” 5 left ear would catch a faint tick at six or eight inches. The nose 
“Ditto on the Floss.” and ear had received treatment from some of our best specialists - 
That is one of the historic mistakes that librarians qucte, and | with little or no improvement. I placed the case on Glyco-Thy- 

a newer one is just as amusing. This was the result of a young] moline, to be used three times a day in the nose with nasal 


librarian’s inexperience, and read: douche, and a tonic of elixir calisaya, strychnine and iron, and 

“Lead—See Metallurgy.” the improvement was marked in a few days. The hearing is 
; “Lead—Kindly Light.” : nearly normal and he is still using the Glyco-Thymoline daily 
: “Lead—Poisoning.”—New York Sun. with steady restoration of health in both nose and hearing. I am 
opposed to the majority of proprietary medicines, but in this case 

A CORRECTOR OF IODISM. much has been accomplished and I firmly believe will produce a 


manent cure. 
Dr. W. H. Morse reports (Southern Clinic for May) success _ 


in the use of bromidia, which he says has proved corrigental of 
iodia. Discussing his results, he says: Vomiting is so frequent THE PULLEN-RICHARDSON CHEMICAL CO. IN THE FRONT. 
and troublesome a symptom, in many diseases besides irritation “The Pullen-Richardson Chemical Co. of St. Louis, to whom 
and inflammation of the stomach, as to demand much practical] we had occasion to refer in a recent issue of the National Drug- 
attention from the physician. So, altho the causes are so various, | gist, is forging to the front as manufacturers of high-grade phar- 
and altho we are actually treating a symptom for this symptom, | maceuticals, with a rapidity that is truly phenomenal. 

bromidia is remarkably effectual. We have all: employed the “Fully impresst with the belief that the manufacture of ab- 
remedy for colic and hysteria, two disorders where nausea and | solutely pure pharmaceuticals would, if persisted in, prove as suc- 
vomiting are as pronounced as they are persistent, and almost the | cessful in the West as it has in the East, the management of this 
first evidence of relief is shown by the disappearance of these | progressive concern determined in its incipiency that every pro- 
disagreeaple symptoms. It is quite as efficacious for the nausea | duct emanating from its laboratory should measure fully up to 
and vomitinf from ulcer or cancer of the stomach. There is|the very highest standard of perfection. How well and how per- 
nothing that will more quickly check the vomiting and the hyp-|sistently they have carried out this policy is amply attested by 


notic effect is quite in order. the marvelous growth of their business. With the unswerving 
determination of thoroughly conscientious men, working with an 
REAPING PTOMAINES. eye singled to this one end, it is only a question of a short time 


when the name of the Pullen-Richardson Chemical Co. will so 
that it matters little | associate itself in the minds of the public, with the word “purity,” 
nd of material goes into the building of the human structure! 2 
that the two will become synonymous. We again most heartily 
are reapin commend the Pullen-Richardson Chemical Co. to druggists every- 
ptomaines. y where.”—National Druggist. 

It’s a wonderful laboratory, this numan body. But it can’t 
prevent the formation of deadly poisons within its very being. PAT WAS RIGHT. 

Indeed, the alimentary tract may be regarded as one great I read a story the other day about an Irishman who went to 
laboratory for the manufacture of dangerous substances.| the morgue seeking a missing fellow-workman. The damp air 
“Biliousness” is a forcible illustration of the formation and the] of the place started him coughing violently. ‘“You’d better look 
absorption of poisons, due largely to an excessive proteid diet. | out, Pat,” one of his friends cautioned him, “you’ve got a bad 
The nervous symptoms of the dyspeptic are often but the physio- | cold.” “Yes,” was the reply, between efforts to catch his breath, 
logical demonstrations of putrefactive elkaloids. “but thim in there,” pointing to the morgue, “would be glad to 

Appreciating the importance of the command, “Keep the] have it. It’s better to be alive with a cough than dead with 
Bowels Open,” particularly in the colds, so easily taken at this | none.” 
time of the year, coryza, influenza and allied conditions, Dr. L. P. ; 
Hammond of Rome, Ga., recommends “Laxative Antikamnia & THE PRECISE REASON. 

Quinine Tablets,’ the laxative dose of wnich is two tablets, every 

two or three hours, as indicated. When a cathartic is desired, An Edinburgh lawyer was giving to swearing. One night 
administer the tablets as directed and follow with a saline| his small boy was sitting by him, studying arithmetic. The 
draught the next morning, before breakfast. This will hasten | father broke out, “What on earth ails you? Why can’t you sit 
peristaltic action and assist in removing at once the accurculated | Still—wriggling and writhing every minute? 


fecal matter. “It’s all your fault,” blubbered the boy. 
: “Why is it?” 
THERE IS NO SUBSTITUTE FOR SANMETTO IN ACUTE OR Cos I askt you last night how much a Dillion was and you 


said it was ‘a d lot... The teacher askt me the same cues- 
CHRONIC PROSTATITIS, CYSTITIS AND NEPHRITIS. tion today and I said the same thing. And that’s why I can’t 
I have prescribed Sanmetto quite extensively in the last ten| keep still.” 
or twelve years, and I must say I like the remedy very much ; 
in all forms of genito-urinary troubles. I can find no substitute UNCLE REUBEN’S PHILOSOPHY. 
for Sanmetto in either acute or chronic prostatitis, cystitis and “We am all bo’n into dis world to meet up wid misfortunes, 
nephritis. I am not in the habit of giving testimony to proprie-| an’ we all know we am, but when we git up in de mawnin’ to find 
roi ok emp vwaths oe confess my faiith in Sanmetto and shall! oyr ole dawg dead, we can’t help but blame Providence fur not 
continue to prescribe it as long as it gives results. , , ” 
Plainwell, Mich. J. C. DREHER, M. D. takin’ some one else’s mewl instead. 


A FRIEND INDEED, 


IMPORTANT CLINICAL NOTE. A charitable young lady, visiting a sick woman, inquired, 
Patient, Mr. C., age 67, came to consult me two years ago for! with a view to further relief, as to her family. She askt: “Is 
chronic bronchitis. your husband kind to you?” “Oh, yes, Miss,” was the instant 
He was very anemic, much emaciated, paroxysms of severe} response, “he’s kind—very kind. Indeed, you might say he’s 
ne bronchorrhea, expectoration copious, muco-purulent and | more like a friend than a husband.” 
etid. 
Auscultation showed large and small bubbing rales, broncho- 
cavernous breathing. I never found anything that benefited the 


ACCOUNT FOR SALE. 


patient in any way till I tried Iodo-Guaiacol tablets, and in less We have for sale the following account: 
.than two months’ treatment with Iodo-Guaiacol tablets, the Dr. G. P. Livingston, Waterloo, Ill., $5.00. 
patient was almost cured. DR. R. 


DIFFERENTIAL DIAGNOSIS. 


CATARRHAL DEAFNESS. Caller—I never saw two children look so much alike. How 
David Fawdrey, M. D., Watertown, N. Y. does your mother tell you apart? 
A young man, 22 years old, a student in the Buffalo Uni- One of the Twins—She finds out by spankin’ us. Dick cries 
versity, consulted me for chronic catarrh of the nose and inner | louder’n I do. 
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